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Abstract
Limited literature exists regarding best engagement practices of mental health service
providers in encouraging the homeless individuals to participate in clinical mental health
services in New York City. New York City has a population of more than 8.5 million,
and in 2017 more than 129,803 homeless individuals slept in shelters. The purpose of this
phenomenological qualitative study was to gain more insight and knowledge about the
best engagement practices and experiences of mental health service providers in
encouraging homeless individuals to participate in clinical mental health services. The
conceptual framework used to guide this study comes from Kearsley and Shneiderman’s
engagement theory. The study employed a phenomenological method, utilizing a
nonprobability sample design with a purposeful and criterion sample with 12 mental
health service providers to reach saturation and to yield insights and in-depth
understandings for the questions under research. Data were analyzed and coded to
identify categories and themes. Findings from this research highlighted 3 themes based
on participant responses: (a) building rapport, (b) medical and mental health, and (c)
resistance to change. This study provides insight and understanding of the phenomenon
of homelessness and provides information on engaging the homeless and how the
participants encouraged homeless individuals to participate in clinical services.
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Chapter 1: Introduction to the Study
As social creatures, humans need to engage others and these engagement
experiences are a direct reflection of growth and development. Researchers in applied
psychology use the concept of engagement to include enhancing self-belief, fostering
learning, investing in support services, committing emotionally, changing expectation,
and becoming active citizens (Great Schools Partnership, 2016; Kruse, 2012). According
to Lee and Donaldson (2018), engagement within social support services happens when
service providers reach out to people to encourage them to partake in the services
provided. Successful engagement of homeless individuals included ongoing engagement
with the homeless person, kept appointments, established goals, steps to meet these goals,
and related factors perceived and reported by the mental health providers (Lee &
Donaldson, 2018). Despite several decades of research on the importance of engagement,
homeless individuals often failed to commit to the services to end their homelessness
(Hwang & Burns, 2014; National Alliance to End Homelessness, 2015; Norman & Pauly,
2013; Norman, Pauly, Marks, & Palazzo, 2015).
Meschede (2011) and Hauff and Secor-Turner (2014) speculated that homeless
individuals might not engage in the clinical services offered because of the barriers they
encounter, such as the inability to pay for services, negative service experiences with
providers, feelings of being hassled during services, and possible confusion about
services offered. Despite best efforts to improve engagement, limited research has been
conducted on how mental health providers engaged homeless individuals to participate in
the clinical services (Dixon, Holoshitz, & Nossel, 2016). Instead, researchers focused on
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global environmental factors, such as the lack of stable housing, physical and mental
health problems, violent situations, and substance abuse treatment needs as both
contributors to a lack of engagement and the need for improved engagement of the
homeless (Corrigall-Brown, Snow, Smith, & Quist, 2009; Fazel, Geddes, & Kushel,
2014; Meanwell, 2012;). There remains a gap in the literature at the relationship or
micro-level regarding the processes utilized by mental health providers to engage
homeless individuals. Such an understanding was needed to determine engagement best
practices to use in encouraging homeless individuals to commit to participating in the
clinical services (Dixon et al., 2016).
The goal of this study was to gain insight into the engagement practices and
experiences of mental health service providers, especially where perceived barriers to
engagement with homeless individuals were concerned. The insight gained would
provide researchers, policy-makers, mental health service providers, and the homeless
community, with more information about engagement practices needed for successful
engagement outcomes.
This chapter is organized by the background of this study, problem and purpose
statements, research questions, theoretical framework, nature of the study, definitions,
assumptions, scope and delimitations, limitations, and significance of the study before
ending with a summary. The next section is the background, which consists of a review
of the construct of engagement.
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Background
In the mid-1950s, pharmaceutical companies introduced a variety of antipsychotic
drugs that paved the way, in many countries, for eliminating asylum based mental health
care and developing outpatient treatment, better known as community oriented care
(Unite for Sight, n.d.). The Community Mental Health Centers Act of 1963 closed many
state psychiatric hospitals (Unite for Sight, n.d.) and provided funding for the
development of community based programs for mental health services. This
deinstitutionalization of patients from psychiatric institutions was associated with a
growing population of mentally ill homeless people (Mental Illness Policy, 2017).
Eventually, Congress passed the Stewart B. McKinney Homeless Assistance Act of 1987,
aimed at reducing homelessness by providing more community based services, programs,
and service providers (United States Interagency Council on Homelessness, 2016).
The increase in community based programs for the mentally ill led to more
service engagement between providers and the mentally ill, and to the application of
Georgiana S. Tryon’s (1990) concept of engagement. Tryon defined engagement as the
client’s return to treatment after intake. For instance, Tryon investigated engagement and
the likelihood of a mental health client returning for a second session based on their first
session. Tryon found that the length and depth of the client’s initial interview played an
integral role in determining the client’s return, as influenced by their level of satisfaction,
disturbance, and motivation. When clients and providers were engaged in a positive
helping relationship, the clients in her study were more satisfied and more likely to return
for services (Tryon, 1990). Despite this early and promising research on engagement,
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according to Canavan et al. (2012), Dixon et al. (2016), Fazel et al. (2014) and Hwang
and Burns (2014) and many mentally ill homeless people failed to commit to
participating in the homeless services. This was due to barriers such as a lack of trust in
the service provider, alcohol and substance abuse issues, lack of health insurance and
mental health outreach provision, and negative responses by service providers.
Additionally, Padgett, Henwood, Abrams, and Davis (2008) and Pahwa, Smith,
Yuan and Padgett (2019) posited that engagement and retention were the most significant
barriers for mental health providers trying to help homeless and mentally ill people.
Padgett et al. and Pahwa et al. identified person-centered themes (i.e., mental illness and
substance abuse) and system related themes (i.e., acts of kindness, access to housing,
pleasant surroundings, lack of one-on-one, rules/regulations). These person-centered
themes may result in engagement and retention in treatment services or may lead to
termination of treatment services (Padgett et al., 2008; Pahwa et al., 2019). However,
further investigation was needed to explore if the implementation of engagement
strategies encouraged the homeless individuals to commit to participating in clinical
services, where perceived barriers to engagement were concerned (Dixon et al., 2016).
Mental illness is the third greatest cause of homelessness for single adults in the
United States, and when seriously mentally ill homeless individuals refused assistance or
failed to commit to services provided by mental health and homeless service providers,
the societal costs are high (National Alliance to End Homelessness, 2015). Being able to
adequately engage and encourage the mentally ill homeless person to commit to services
is a problem for many service providers, yet there exists a gap in the service providers,
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understanding of how to best engage the seriously mentally ill homeless individuals in
this process. In the next section, the problem statement associated with this qualitative
study is described.
Problem Statement
While researchers have addressed the concept of engagement for decades, a gap
persisted in the research concerning its implementation and barriers to its implementation
(Tryon, 1990). The problem I addressed in this study was the limited research regarding
the engagement practices and experiences of mental health service providers in New
York City when encouraging the homeless individuals to commit to clinical services,
especially where perceived barriers to engagement were concerned. Meschede (2011) and
Hauff and Secor-Turner (2014) speculated that homeless individuals may not participate
in clinical services because of the barriers they encounter. These barriers included the
inability to pay for services, negative service experiences, feelings of being hassled
during services, and possible confusion about services offered. Although, these purported
barriers and their relationship to engagement practices remained unexamined.
According to the members of the National Alliance to End Homelessness (2015),
many people with untreated psychiatric illnesses made up approximately one third, or
250,000, of the estimated 744,000 homeless individuals in the United States, with
schizophrenia and bipolar disorders being the most prevalent disorders in this population.
Moreover, according to data from a 2016 census report, the New York City population
had reached an all-time high with more than 8.5 million individuals (Clarke, 2017). Of
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those, more than 129,803 homeless individuals slept in shelters (Coalition for the
Homeless, 2017).
This qualitative study addressed prior researchers’ (Dixon et al., 2016; Hauff &
Secor-Turner, 2014; Meschede, 2011; Tryon, 1990) recommendations that mental health
service providers gain more understanding about how to best engage the mentally ill
homeless, by evaluating engagement with mentally ill homeless persons based on the
perspective of providers. In the next section, the purpose of this qualitative study is
discussed.
Purpose of the study
The purpose of this phenomenological qualitative study was to gain more insight
into the engagement practices, experiences, and perceived barriers of mental health
service providers, in New York City when encouraging homeless individuals to commit
to participating in clinical services. The insight gained from this study was intended to
provide researchers, policymakers, mental health service providers, and the homeless
community with more information about the resources needed for successful engagement
outcomes. In the next section, the research questions are discussed.
Research Questions
Three research questions were formulated from an overarching consideration of
engagement practices by mental health service providers with the homeless individuals
they serve in New York City. They were:
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1. What engagement practices do mental health service providers, in New York
City, identify as successful when engaging mentally ill homeless individuals
about provided clinical services?
2. How do mental health service providers, in New York City, explain their
experience of engagement with mentally ill homeless individuals?
3. What barriers do mental health service providers, in New York City, face
when engaging mentally ill homeless individuals about committing to
provided clinical services?
Conceptual Framework
Tryon’s (1990) concept of engagement, though associated with an important
focus in the literature was narrow in scope and limited to how engagement affected the
likelihood of a client returning to treatment after intake. The conceptual framework used
to guide this qualitative study came from Kearsley and Shneiderman’s (1999)
engagement theory (ET). Kearsley and Shneiderman’s theory was originally developed
for learning environments; however, it had an application to the clinical setting as well.
According to Kearsley and Shneiderman, the major premise of ET is that individuals
must be involved with others in tasks that they believed were worthwhile and meaningful
in order to create engagement resulting in successful collaboration. There were three
primary means to accomplish engagement: (a) an emphasis on collaborative efforts, (b)
project based assignments, and (c) a nonacademic focus. A mental health equivalent of
nonacademic focus may be the individual focusing on other skills (i.e., vocational,
medical health, wellness, and substance use). Kearsley and Shneiderman suggested that
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the extent to which these three variables were present in the learning environment
increased the likelihood of successful engagement that is creative, meaningful, and
authentic.
Drawing on Kearsley and Shneiderman (1999) in the academic setting, Machumu,
Zhu, and Almasi (2018) examined how motivational factors related to engagement
learning. Machumu et al. found that, consistent with Kearsley and Shneiderman
individuals in their sample who were involved in learning tasks that they believed were
worthwhile and meaningful were effective in creating successful engagement and
learning strategies.
Kearsley and Shneiderman’s (1999) ET works well as a framework for this study
because its concepts were easily translatable to mental health services. For instance,
mental health services were a collaboration between provider and client, were project
based in that goals were designed to facilitate growth and wellbeing and were rarely
didactic. Based on Kearsley and Shneiderman’s ET, mental health service providers who
could develop rapport (collaboration) and worked with the homeless individual to
establish concrete, outcome based goals could report greater engagement. By contrast,
barriers to engagement may include but were not limited to stigma, lack of insight,
language barriers, abstinence, and treatment. These examples of barriers could be
resolved by emphasizing the importance of collaborative efforts, based on one of
Kearsley and Shneiderman’s primary means to accomplish engagement. According to the
ET, some examples of practices that might be project based that applied to this
population may include clinical individual sessions with providers and clinical
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group sessions with other homeless peers. The next section will include information
about why phenomenology worked best with this study.
Nature of the study
The nature of this qualitative study was phenomenological. Phenomenology was
used to understand participants’ experiences, through their feelings, related to the
phenomenon in the real world setting (Ashworth, 2016; Moustakas, 1994).
Phenomenology is a systematic and disciplined methodology based on knowledge, and its
focus is on subjectivity and discovering the essence of experiences (Ashworth, 2016;
Moustakas, 1994). A qualitative research method was suitable for this study because the
research questions pertain to the identification, nature, essence, and accounts of the
phenomenon shared by mental health service providers, as identified by van Manen
(2007, 2016).
According to Creswell and Creswell (2017) and Golafshani (2003), researchers
understand participants’ experiences through a naturalistic approach, and the findings
were not from any quantifiable or statistical methods. Furthermore, the qualitative
method of inquiry used interviews, documents, and observations to gain depth and
richness from a small pool of participants (Creswell, 2009; Creswell & Poth, 2017;
Moustakas, 1994). The qualitative method works best for research when the researcher
could use different philosophical assumptions, strategies of inquiry, data collection
methods, analysis, and interpretations (Creswell & Creswell, 2017; Golafshani, 2003).
Qualitative data was gathered through interviews with mental health service providers
who worked with the homeless in New York City. This qualitative phenomenological
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research design allowed for the understanding of the experiences of mental health service
providers as they engage the homeless to provide services. The next section provides
operational definitions for the terms used throughout this study.
Definitions of Terms
The following operational terms and phrases were used throughout this study:
Barriers to service engagement: Service engagement refers to contact with a
service provider (Lee & Donaldson, 2018). Factors that hinder the engagement of the
homeless person, as reported by the mental health provider, were barriers to service
engagement.
Mental health services: Services provided by mental health service providers at a
homeless shelter are clinical services (i.e., care planning and diagnosis, treatment and
follow up of persons experiencing homelessness) (Hwang & Burns, 2014).
Engagement: Engagement, for the sake of this study, is when mental health
service providers reach out to homeless individuals to encourage them through trust to
partake in homeless services provided by mental health providers (Lee & Donaldson,
2018).
Mental health service providers: Mental health service providers in homeless
shelters included mental health service providers with different levels of training (Hwang
& Burns, 2014). For this study, mental health service providers included all service
providers with the credentials of a master’s degree, who provided services at homeless
shelters. The mental health service providers had job titles, such as mental health
counselors, program directors, case managers, peer specialists, and nurse.
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Successful engagement: Successful engagement of homeless persons is ongoing
engagement with the homeless person, kept appointments, established goals, steps to
meet these goals, and related factors perceived and reported by the mental health provider
(Lee & Donaldson, 2018; Olivet, Bassuk, Elstad, Kenney, & Jassil, 2010).
The next section will include a discussion of the assumptions of this study.
Assumptions
According to Moustakas (1994), Patton (2002, 2015), phenomenological research
consists of the assumption that there was an essence of shared experiences between
participants. Moustakas believed that researchers must be open to many possibilities of
paradigms. This phenomenological method fits this study’s investigation into the
engagement practices and experiences, of the mental health service providers, in
encouraging the homeless individuals to commit to participating in the clinical services
provided by the mental health service providers. It was assumed that participants were
receptive to sharing their experiences with engaging homeless individuals about mental
health services.
Further, it was assumed that participants, as mental health service providers,
comprehended the interview questions and did not under or over report their experiences
and that they had a comprehensive understanding of servicing for the homeless.
Researchers assumed that the topic of the engagement practices and experiences of the
mental health service providers was of current interest (Dixon et al., 2016). In the next
section, there is a discussion of the scope and delimitations of this study.
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Scope and Delimitations
Research on this specific problem was necessary because homelessness remains a
significant social problem, and there are barriers to engagement for individuals with
serious mental illnesses that included negative stigmas, lack of insight, and language, and
cultural barriers (Easter et al., 2016; Lal & Malla, 2015). The location of the two local
homeless shelters from which participants were drawn was Bronx County, New York
City. There are approximately 1.385 million individuals in Bronx County, New York
City (Suburban State, 2016). Moreover, one of the shelters accepted only women, and the
other shelter only took homeless men and male veterans. The scope of this study included
some mental health service providers with licensed master social workers (LMSW),
licensed mental health counselors (LMHC), master of human services (MHS), yet, not
required for engagement.
Creswell (2009) and Creswell and Poth (2017) stated that delimitations were the
tools used to refine the scope of the research. The scope of this study was limited to the
use of only licensed, masters level mental health service providers who had experience
with homeless individuals. While numerous other mental health professionals or
paraprofessionals with varying levels of education and experience might offer insight.
Limiting participants to master’s level, licensed individuals meant they had met minimum
and uniform standards at the master’s level for training and experience and ensured some
homogeneity of this sample. In the next section, there is a discussion of the limitations of
this study.
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Limitations
The major limitation of this study related to the methodology, which used a
qualitative, phenomenological design and interviews of mental health service providers
from homeless shelters in Bronx County, New York City. The sample size allowed
participants to tell their stories while avoiding redundancy of information (Moustakas,
1994). The sample size provided for quality (Creswell & Creswell, 2017). This research
design yielded specific data with detailed information in a geographic area, but findings
may not be generalizable to other homeless populations or mental health service
providers for the homeless. Potential biases that influenced this study’s outcomes
included researcher biases and mental health service provider biases. The validity and
reliability of the findings from this study were limited to subjectivity due to the nature of
a qualitative study. To address the issue of validity and reliability and reduce the impact
or influence of the phenomenological design on the interpretation of the findings from
this study; all participant interviews were recorded and transcribed. Interview transcripts
notes were compared to the notes with the actual interview transcripts to increase validity
(Creswell & Creswell, 2017; Moustakas, 1994). In the next section, there is a discussion
of the significance of this study.
Significance of the Study
This study was important because it would begin to fill the gap in the literature
identified in the problem statement regarding the limited research about the engagement
process between mental health service providers and homeless individuals. Specifically,
the limited research related to the engagement practices of the mental health service
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providers, in encouraging the homeless individuals to commit to participating in clinical
services. The significance of this study was to stimulate a needed positive social change
by gaining more insight and understanding of the phenomenon and to reduce care and
engagement barriers. This study was also important because it could help researchers,
policy makers, mental health service providers, and the homeless community with more
information about the resources needed for successful engagement outcomes.
According to Bussewitz (2016) and Nahmias (2016), the engagement of homeless
and mentally ill individuals continues to be a fiscal concern for mental health service
providers. For example, facilitating the commitment of mentally ill individuals to clinical
services would decrease emergent care costs by billions (United States Interagency
Council on Homelessness, n.d.), and reduce the estimated $36,000 to $40,000 annually
American taxpayers pay for a homeless person to be on the street (Coalition for the
Homeless, 2018; Moorhead, 2012). Similarly, these clinical services could potentially
increase homeless and mentally ill individuals estimated life expectancy to over 40 years
(Fazel et al., 2014).
Many shelter managers throughout the United States are struggling to figure out
how to keep their shelters operating after the Federal Department of Housing and Urban
Development (HUD) cut funding for transitional homeless shelters to allot more funding
to permanent housing (Bussewitz, 2016; Nahmias, 2016). Members of HUD believed that
it is the service providers’ responsibility to reduce homelessness, yet when service
providers struggle through the engagement process to get the homeless individuals to
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commit to services funding organizations cut needed funds (Bussewitz, 2016). The next
section is a summary of Chapter 1 of this study.
Summary
On average, homelessness in America affects over 1.1 million people (Cox,
2013), and most of those individuals were homeless for a year or longer (National
Alliance to End Homelessness, 2015). The number of homeless people in New York City
has increased by 30% since 2016 (Durkin, 2017), which was mainly due to the
engagement process of getting individuals off the street. New York City officials
speculated that it could take up to five months to encourage a single homeless individual
to participate in homeless services (Durkin, 2017), and Bronx outreach teams engaged in
conversation with over 1,400 homeless individuals monthly (Uniting for Solutions
Beyond Shelters, n.d.). Homeless individuals faced a variety of mental health challenges
in addition to their need for housing. This chapter included a few assumptions, and if
managed correctly, the assumptions should not cause any problems. This chapter covered
details about the importance of the engagement process between mental health providers
and homeless individuals. The chapter also included information about how many
Americans place stigmas on homeless, mentally ill individuals, which created barriers to
engagement (Lal & Malla, 2015; Smith, Easter, Pollock, Pope, & Wisdom, 2013). The
remaining chapters of this study include an in depth review of the literature, research
method for the study, results of the data analysis, and a summary of the statistical
findings that emphasize the importance of this study.
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Chapter 2: Literature Review
Introduction
The engagement of homeless and mentally ill individuals continues to be a
financial concern for mental health service providers. According to Nahmias (2016) and
Bussewitz (2016), many shelter managers throughout the United States struggle to keep
shelters operating after the HUD cut funding for transitional homeless shelters to allot
more funding to permanent housing. Members of HUD believe that it is the service
providers’ responsibility to reduce homelessness, yet when the service providers
struggled through the engagement process to get the homeless individuals to commit to
services funding organizations cut needed funds (Bussewitz, 2016). The problem this
research addressed was the limited research regarding the engagement practices and
experiences of mental health service providers in New York City, when encouraging the
homeless individuals to commit to clinical services, especially where perceived barriers
to engagement were concerned. Homeless people who successfully engage with mental
health service providers tend to have better health and housing outcomes (O’Toole,
Johnson, Borgia, & Rose, 2015; O’Toole et al., 2011). Thus, the purpose of this
phenomenological qualitative study was to gain more insight into the engagement
practices and experiences of mental health service providers, in New York City when
encouraging homeless individuals to commit to participating in clinical services,
especially where perceived barriers to engagement were concerned.
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This chapter includes the literature search strategy, the conceptual foundation, and
a synopsis of the current literature regarding homelessness, outreach, engagement, and
factors of the engagement process. The chapter ends with a summary and conclusions.
Literature Search Strategy
The literature search strategy included gathering articles from peer reviewed
journals, mostly within the last five years from databases and search engines, such as
PsycINFO, JSTOR Archive, ProQuest, and Google Scholar. Articles were gathered from
reputable online sources, such as the National Alliance to End Homelessness and the U.S.
Department of Housing and Urban Development, regarding existing outreach and
engagement programs for the homeless. Keywords used for the search included:
homelessness, engagement, outreach, engagement theory, mental health, homeless
shelter, veterans, social services, services to the homeless, and engagement and outreach
programs. To keep the data current, the scope of the literature review included an initial
search with dates from 2014 onward, followed by a search of all years to further explore
the topic. Reference lists were used from the few journal articles that consisted of the
limited current literature to locate other potential peer reviewed or credible journal
articles relating to homelessness, engagement theory, and engagement. By using those
referenced sources more literature was located quickly, which made the searching process
for credible sources for this research, conceptual framework and the literature review
sections, in Chapter 2, more seamless and in turn saved time.
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Conceptual Framework
The conceptual framework used to guide this study came from Kearsley and
Shneiderman’s (1999) concept of ET. According to Kearsley and Shneiderman, the major
premise of ET was that individuals must be engaged in tasks that they believed were
worthwhile and meaningful to create successful collaboration groups. The three primary
means to accomplish engagement are: (a) an emphasis on collaborative efforts, (b)
project based assignments, and (c) nonacademic focus. Kearsley and Shneiderman
suggested that these three methods resulted in learning that was creative, meaningful, and
authentic.
ET was applied by facilitators to help students learn (Isaacson & Riley, 2009;
Shum, 2017). Use of this theory to devise interventions was associated with improved
test scores, attitudes, and achievement in students (Isaacson & Riley, 2009; Shum, 2017).
Isaacson and Riley concluded that ET needs to be applied by facilitators and curriculum
designers to all types of learners, including those from low and no income backgrounds.
Students, staff, and community members at Seattle Pacific University utilized ET in
making attempts to help the homeless learn how to make life changes and address
barriers. (Seattle Pacific University, 2015). According to Ivey, Ivey, and Zalaquett (2010,
2013, 2015), and Okun and Kantrowitz (2014) service providers could also improve
engagement strategies by decreasing barriers experienced by homeless individuals and
developing alternate means around potential barriers that individuals may encounter (Ivey
et al., 2010, 2013, 2015; Okun & Kantrowitz, 2014).
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According to Kornhaber, Walsh, Duff, and Walker (2016), when practicing
person-centered care with engagement, healthcare service providers must pay close
attention when responding to patients’ emotions and unmet needs, because the lack of
adherence could produce negative clinical outcomes. The application of ET allowed
individuals to activate their levels of motivation to make changes that yielded positive
outcomes (Kornhaber et al., 2016).
The application of ET could be used to build motivation for providers who
engaged and delivered services to the homeless, which may be associated with positive
health behavior changes for the homeless and a commitment to clinical services because
of ET methods. The concept of ET could help providers address the issues of engagement
and the application of ET methods, by the services provided; ET could also allow the
homeless to activate their levels of motivation to make changes that yielded positive
outcomes (Kearsley & Shneiderman, 1999; Kornhaber et al., 2016). ET could prove
beneficial to encouraging the homeless individuals to commit to participating in the
clinical services provided by mental health service providers, by gaining more insight and
understanding about the phenomenon and to possibly reduce care and engagement
barriers.
ET was a concept that researchers do not link to any one field of study, discipline,
or role, and works well as a framework for this study because its concepts were easily
translatable to mental health services. The goal of this study was to gain insight into the
engagement practices and experiences of mental health service providers when
encouraging homeless individuals to commit to participating in clinical services. ET was
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used as the conceptual framework for this research to answer the research questions
focused on learning about the best engagement practices from the providers who would
deliver the services to the homeless, to construct the literature review, to guide this study,
and to explore major themes from previous research about how the engagement process
could assist in helping the homeless. Based on ET, it can be predicted that mental health
service providers who could develop rapport (collaboration) and worked with the
homeless individual to establish concrete, outcome based goals would report greater
engagement. In the next section, there is a discussion of the literature review of this
study.
Literature Review
The literature review for this study included current studies related to
engagement, service providers, mental health, homelessness, substance use and abuse,
and poverty. The topics that were presented in this literature review were consistent with
the research questions and study variables of engagement of the homeless in community
responses to homelessness and related factors (i.e., engagement, homelessness, poverty,
geographic locations, mental illnesses, health conditions). There were numerous factors
related to homelessness to include environmental factors that contributed to the
engagement process from service provider attempts at engagement, existing outreach
programs processes, need for engagement of the homeless, meaningful engagement, acts
of kindness and respect, peer support for engagement, technology and engagement,
money and tobacco, and disengagement of the homeless.
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Engagement
According to the Homes and Communities Agency (2015), data from a case study
by the Quaggy River Action Group in South London, provided an example of a resident
led group of people who engaged other residents to clean up a river in Lewisham.
Members of the Quaggy River Action Group engaged residents in an open forum to
discuss best practices and to share decision making, which gained the residents’ trust and
resulted in them selecting the best environmentally friendly and cost effective method for
them to clean up and protect the river and their local environment (Homes and
Communities Agency, 2015). The engagement process could work well in any area, and
with the application of ET to develop insight into the role engagement plays in an
individual or a community’s interaction with others could result in positive changes that
could benefit the individual and community at large (Health Science Institute, 2017).
When considering the community at large and how to encourage a population, like the
homeless, to participate in and commit to using provided services, there were some
factors that may impact the engagement process to include individuals’ trust, shared
decision making, therapeutic alliance, and accessibility of care (Dixon et al., 2016; Health
Science Institute [HIS], 2017). It was important to optimize recovery oriented skills and
emerging treatment strategies, including the use of electronics and internet, peers, and a
cultural formulation interview to deliver essential services to the mentally ill (Dixon et
al., 2016). Moreover, homeless individuals may struggle due to rigid appointment
systems, inability to navigate a complex health service system, and difficulty forming
relationships with healthcare professionals (Dixon et al., 2016).
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According to Ngo et al. (2016), healthcare professionals highlight roadblocks and
identify minimal formal documents (e.g., anecdotal reports) about the role specialists play
in promoting the engagement of homeless persons in healthcare. Ngo et al. conducted a
study to compare the effectiveness of a community engagement program versus a
technical assistance approach. Ngo et al. referred to the technical assistance approach as
resources for services to deliver depression care for low income ethnic minority women.
In Los Angeles, California, Ngo et al. conducted a secondary analysis of intervention to
determine the effects for largely low income, minority women (a subsample with 45.1%
Latino and 45.4% African American).
Between 2010 and 2012, Ngo et al. (2016) conducted a matched, clustered,
randomized control trial in two low resource communities and found no intervention
difference for depressive symptoms. Yet there were statistically notable effects for mental
health quality of life, resiliency, homelessness risk, and financial difficulties at 6 months;
in addition to missed workdays, self-efficacy, and care barriers at 12 months favoring
community engagement program relative to resources for services. Findings indicated
that engaging health care and social community programs may offer modest
improvements on key functional and socioeconomic outcomes, reduce care barriers, and
increased engagement in alternative depression services for ethnic minority women with
low incomes, which may reduce homelessness (Ngo et al., 2016).
Homelessness
The study of homelessness and factors related to the engagement of the homeless,
began with an understanding of homelessness and related statistics. According to the
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Social Services Law § 42 (2015), a homeless person “is an undomiciled person who is
unable to secure permanent and stable housing without special assistance, as determined
by the commissioner” (p. 1). Georgiades (2015) conducted an ethnographic study on
survival strategies and needs of a group of 56 homeless people living in South Florida of
various racial backgrounds. Georgiades’ study determined that the strongest reasons for
homelessness were substance abuse issues (63%), unemployment (32%), being underpaid
(23%), and relationship or marriage breakups (13%). Additional reasons included mental
health issues (5%), bankruptcy or business failure (5%), foreclosure (4%), domestic
violence (4%), illegal immigration (2%), and disability (2%). The causes of homelessness
were multiple and included an interaction between individual and structural factors (Fazel
et al., 2014). There were individual factors, such as poverty, mental health, substance
misuse, and family problems (Fazel et al., 2014). For example, changes in the economy
both nationally and locally could create challenges for people to earn an adequate
income, pay for food and housing (Fazel et al., 2014). Structural causes included a lack of
low cost housing availability, low wages, and unemployment (Fazel et al., 2014). Fazel et
al. (2014) noted that between 2010 and 2013, homelessness in the United States
decreased by 6%. However, the American black population, which is only 12% of the
American population makes up 39% of the shelter population. Individuals with low or no
income were unable to pay for housing, and around 3.5 million Americans experience
homelessness annually due to poverty (Fazel et al., 2014).
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Poverty and Homelessness
According to Martin (2015), service providers need to understand the link
between homelessness and poverty to develop appropriate engagement techniques
because poverty was a major factor that could lead to homelessness. Martin noted that
there was a lack of affordable housing for some of the poorest members of American
society. Other factors that impacted poverty and homelessness included an inability of the
homeless person to work, a lack of job skills, training, education, and work experience,
mental illness, and drug and alcohol abuse (United States Department of Health and
Human Services [USDHHS], 2016; United States Department of Housing and Urban
Development [USDHUD], 2014b). Despite the numerous reasons that a person could
become homeless, increased poverty in the United States was considered a key factor that
impacted all other factors (Martin, 2015; USDHUD, 2014b). A loss of low income
housing contributes to homelessness, and during the late 1970s and early 1980s, low
income units declined by 30% in 12 of the 20 largest American cities (Martin, 2015). The
loss of low income housing continued through the 1990s as the number of the poor
increased by 36% (Martin, 2015; USDHUD, 2014b). Martin concluded that poverty,
hunger, and homelessness continue with a poor outlook for the future. Martin also noted
that those attempting to engage the homeless population would need to understand this
issue while other researchers believed that homelessness was related to where individuals
were geographically located.
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Geographic Locations and Homelessness
National Low Income Housing Coalition (2019) reported that there were 671,859
people experiencing homelessness on any given night in 2014, and these numbers
represented the homeless geographically found in big cities and small towns countrywide.
Community members in the big cities and small towns collected and reported data to the
HUD that included information about how nearly 77% of the U.S. homeless population
was in urban areas (National Low Income Housing Coalition, 2019; USDHUD, 2014b).
Also, urban areas have the highest rates of homelessness with limited mental health
services, and most of the chronically homeless were living in unsheltered places unfit for
human habitation (USDHUD, 2014b). Cities with populations of over 500,000 people
account for 51% of the homeless population and a large portion of the mentally ill
(Curtis, Corman, Noonan, & Reichman, 2014; Martin, 2015; USDHUD, 2014b).
According to members of the National Low Income Housing Coalition, it was important
to understand the geographic locations of the homeless and the available mental health
service providers; who could best assist the mentally ill and the homeless population
while developing plans to eradicate homelessness.
Mental Illnesses and Homelessness
Martin (2015) reported that many of the homeless individuals in the United States
suffer from mental health issues and that chronic mental health disorders were key factors
in homelessness. According to Martin, individuals with untreated psychiatric illnesses,
like schizophrenia or bipolar disorders, make up about one third (250,000) of the
estimated 744,000 homeless individuals in the United States. Martin reported findings
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from a study of people with serious mental illnesses who had been seen by mental health
specialists in California’s public mental health system and found that 15% of the
mentally ill participants were homeless at least once in a 1 year period.
Another problem associated with poor mental health was that when individuals
were not able to manage their mental health they risk their physical health with
conditions that could lead to skin diseases, respiratory infections, or exposure to
tuberculosis, and HIV (Elliott, 2017; Fazel et al., 2014; Henwood, Cabassa, Craig, &
Padgett, 2013; Martin, 2015; Padgett, Henwood, & Tsemberis, 2016; Tsai, Kasprow,
Kane, & Rosenheck, 2014; Zur & Jones, 2014). Fazel et al. (2014) noted that the rates for
tuberculosis among the homeless population was 40 times higher than that of the general
population. Additionally, other risk factors among the mentally ill homeless population,
such as substance abuse and dependence may lead to illnesses resulting from a
compromised immune system.
Curtis et al. (2014) explored maternal depression as a risk factor for family
homelessness. Curtis et al. conducted the Fragile Families and Child Wellbeing
longitudinal study among urban and primarily low income mothers to determine the
effects of maternal depression during the postpartum year, as a risk for subsequent
homelessness. Of the 2,974 participants in the study, 375 experienced depressions during
the postpartum year. Findings from logistic regression analyses, after controlling for
factors such as maternal and family history of depression and prenatal housing problems,
risk factors for homelessness were evictions or frequent moves, moving in with family or
friends, and failure to pay rent. These factors revealed that mothers who experienced
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depression were more likely to become homeless (6%) than mothers who did not
experience depression (2%) (Curtis et al., 2014), thus showing a strong relationship
between maternal depression during the postpartum year and risk for subsequent
homelessness.
Oh and Devylder (2014) used data from the National Latino and Asian American
Survey to determine that mental health correlated with past homelessness in Latinos and
Asians. The study consisted of 4,864 participants, and 3.8% reported experiencing past
homelessness of one or more weeks, and 3.5% reported experiencing past homelessness
of one or more months. Oh and Devylder noted that mental illness and addiction were
related to homelessness and that Latinos participants who experienced a history of
substance abuse were almost three times more likely to repost homelessness for one or
more weeks. The researchers also found that clinical and institutional factors related to
homelessness varied by ethnicity, comparing participants who experienced one week or
more resulted in 4.7% among Latinos and 1.3% among Asians (Oh & Devylder, 2014).
For example, alcohol abuse or dependence, conduct disorder, and intermittent explosive
disorder were found to be risk factors for homelessness in Latinos, and mood disorder,
and health problems, as well as previously receiving welfare were risk factors for
homelessness in Asians (Oh & Devylder, 2014). Oh and Devylder concluded that
ethnicity was a factor in the relationship between mental health and homelessness.
Purohit et al. (2015) used data from the 2007 National Health Interview Survey,
which described characteristics of 23,393 mentally ill adult respondents who reported that
a mental health provider diagnosed them with serious mental illnesses (bipolar disorder,

28
mania, psychosis, or schizophrenia). Purohit compared the adult participants’
sociodemographic and health characteristics, health care utilization, and participation in
government assistance programs for those with and without serious mental illnesses and
found that 2% of the adult participants reported a diagnosis of serious mental illnesses
and 35% of the adult participants reported having a history of homelessness. Moreover,
Pratt found that less than two-thirds of the serious mentally ill adult participants reported
having seen a mental health provider in the past year and concluded that there was a link
between serious mental illness and homelessness. In recent years, structural factors such
as availability of low income housing or social programs played a greater role in
explaining homelessness than earlier research that focused more on examining personal
traits of the homeless persons (Blasi, 1990; Shinn, Gibbons-Benton, & Brown, 2015;
Tompsett, Domoff, & Toro, 2013) or on homeless persons who were chronically
mentally ill (Hagen, 1987). However, Bahr (1973) speculated that American culture had
credited homelessness to laziness, immorality, wanderlust, alcoholism, and other
character deficits indicative of those on the fringes of society.
Similarly, research of the homeless was on homeless persons which were in large
metropolitan areas, mentally ill, residing in emergency shelters, receiving psychiatric
evaluations, and in need of food (Hagen, 1987). Lee, Jones, and Lewis (1990) conducted
a study in Nashville, Tennessee that was a systematic random sample of 471 households
who were selected to participate in a telephone survey created to determine what beliefs
participants had about homeless persons. More than half of participants believed that
homelessness was caused by mental illness (53.1%), bad luck (51%), and structural
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forces beyond their control (58.6%), for example housing shortages or economy changes
(Lee et al., 1990).
Birgenheir, Lai, and Kilbourne (2013) and Schinka et al. (2016) reported that
homelessness and severe mental illness were risk factors in early mortality for many
Americans, to include veterans with severe disabilities (traumatic brain injuries and
posttraumatic stress disorder) which were factors linked to homelessness. According to
members of the National Alliance to End Homelessness-Veterans (NAEHV, 2015), since
2010, there has been a 33% decrease in the number of homeless veterans. However,
findings from data collected during the 2014 Point-in-Time Count revealed that 49,933
veterans experienced homelessness on a single night in January (NAEHV, 2015).
Birgenheir et al. used data from the Veteran Affairs National Patient Care Database to
examine mentally ill veterans who used homeless services, years of potential life lost
(YPLL) over an 11-year period. Birgenheir et al. and Schinka et al. found that on all
causes of mortality which compared differences by age and gender as well as
homelessness and severe mental illness status; homeless veterans died younger than
nonhomeless veterans in all years, regardless of a severe mental illness diagnosis. Also,
both homeless and nonhomeless veterans with severe mental illnesses died younger than
those without severe mental illness (Birgenheir et al., 2013; Schinka et al., 2016).
Birgenheir et al. concluded that having a diagnosis of serious mental illness, regardless of
the veterans’ housing status could lead to poor health conditions and increased YPLL.
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Health Conditions and Homelessness
According to Chen (2014), Fazel et al. (2014), Lee and Donaldson (2018),
members of the National Health Care for the Homeless Council (NHCHC, 2019), Oh and
Devylder (2014), and Olivet et al. (2010), many of the homeless population suffers from
a mix of substance use, social problems, and physical and psychiatric health conditions,
more so than the general population, and the risk factors for homelessness were also
associated with poor health outcomes. For example, poor mental health and substance
misuse disorders were risk factors for homelessness and poor mental and physical health
(Chen, 2014; Fazel et al., 2014; Oh & Devylder, 2014), and homelessness exacerbates
these factors. Some of the harsh living conditions of the homeless included poor
nutrition, exposure to disease, victimization, and injury, and increased rates of tobacco
use (Chen, 2014; Fazel et al., 2014; Oh & Devylder, 2014). Some homeless individuals
were more likely to have poor health, little or no access to health care, and they tend not
to adhere to taking medication (Fazel et al., 2014). This poor health may be a factor that
influenced not only homelessness but also an inability to take part in the engagement
process.
Many of the homeless have tuberculosis (0-8%), Hepatitis C (4-36%), HIV (021%), and high rates of Hepatitis C (17-30%) (Fazel et al., 2014). Fazel et al. (2014) also
noted that between 27% and 52% of homeless individuals experienced physical or sexual
assault. Furthermore, Fazel et al. found that homeless individuals present psychiatric
disorders associated with brain injuries (8-53%), psychosis (3-42%), depressions (0-49%)
and personality disorders (2-71%), drug dependence (5-54%), and alcohol misuse (8-
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58%). Some of the homeless population also had high rates of unintentional injuries,
morbidity, and acute health care use, such as emergency department visits, and hospital
inpatient admissions (Fazel et al., 2014).
Mortality rates have also increased in the homeless population, and the life
expectancy was about 40 years (Fazel et al., 2014; Roncarati et al., 2018), with more and
more younger people and women dying due to infections, ischemic heart disease,
substance misuse, and external factors (injuries, suicides, homicides, and poisoning).
Risk factors for mental disorders, alcohol, smoking, and illicit drug use, contributed to
this mortality rate (Fazel et al., 2014). According to members of the Roncarati et al.,
some of the homeless suffering from environmental influences, such as the exposure to
harmful weather and malnutrition especially when poor health conditions already existed
(i.e., high blood pressure, diabetes, and asthma), may experience worse symptoms as the
exposure could lead to further illness and even death.
There were many other environmental factors related to homelessness, such as
poverty, race/ethnicity, and socioeconomic status (SES) (Fazel et al., 2014; Martin,
2015). Hardin and Wille (2017) conducted a study on 103 homeless individuals to
determine the cause and resources required to leave the shelter. The common
denominator for most homeless individuals was that a lack of income contributed to their
homelessness (58%), addiction (45%), lack of family support (35%), incarcerated or
health problems and inability to manage money (21%), mental illness (19%), lack of
education and long term poverty (18%) and physical disability (1%). Locating affordable
housing on a minimum wage salary was also a struggle for many participants (Hardin &
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Wille, 2017). Factors such as SES and poverty were linked with race/ethnicity and were
also related to homelessness (Cubbins & Buchanan, 2009; Martin, 2015). Fazel et al.
(2014) provided insight into the health conditions faced by some of the homeless, which
was important information that could provide more insight into the service providers’
struggles to connect with and engage this population. Moreover, despite efforts to assist
the homeless the problem of engagement remains and was a threat to the homeless
population and the public, because of environmental concerns (i.e., the spread of
communicable disease, alcohol and drug abuse, and mental health conditions) (Fazel et
al., 2014; Roncarati et al., 2018). Many of the homeless population faces unique
environmental issues that must be understood to facilitate the engagement process
(Corrigall-Brown et al., 2009; Fazel et al., 2014; Meanwell, 2012).
Environmental Factors Contributing to the Engagement Process
Mills, Burton, and Matheson (2015) conducted a qualitative study of primary care
provider specialists to examine the process of engaging the homeless with health
services. Mills et al. noted that homeless individuals have many health needs and that
there was a lack of research that investigated the engagement process of the homeless
from the providers’ perspectives. Mills et al. conducted semi-structured phone interviews,
with a purposive sample of 13 health providers with experience working with homeless
patients and found that there were systematic barriers to engagement; problems engaging
with providers, and both system and relationship approaches were needed to help with
engagement. Mills et al. concluded that practices must promote engagement with flexible
and encouraging relationships between homeless patients and the whole service provider
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team, but how to develop these relationships and factors that influence the process,
remained unclear. These findings provided support for the current study designed to
examine the experiences of the service provider to identify these practices and fully
comprehend factors related to the attempt to engage the homeless.
The providers of services to homeless individuals must be able to deal with the
unique concerns of the homeless individuals, such as the lack of stable housing, physical
and mental health problems, violent situations, substance abuse treatment needs, and
more (Corrigall-Brown et al., 2009; Fazel et al., 2014; Meanwell, 2012). Chen (2014),
Lee and Donaldson (2018), and Olivet et al. (2010) noted that outreach service providers
must be respectful, empathetic, flexible, non-judgmental, committed, persistent, and
understanding of issues faced by the homeless persons when attempting to engage.
Service Provider Attempts at Engagement
Mental health service providers attempt to engage multiple populations, such as
the homeless, mentally ill, and substance abusers (Chen, 2014; Dixon et al., 2016; Fazel
et al., 2014; Mills et al., 2015). Dixon et al. (2016) reported that healthcare professionals
find it difficult to engage and provide services for individuals experiencing mental illness
accompanied by substance abuse. According to Dixon et al., those with serious mental
illnesses tend to be hard to engage in any types of ongoing treatments, and when in
treatment, there tend to be high dropout rates of about 80% during the first year of care.
Moreover, when there was poor engagement between the patients and the healthcare
professionals, the patients may experience worse clinical outcomes, symptoms, and
rehospitalizations (Dixon et al., 2016). Dixon et al. also reported that there were factors
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that impacted treatment engagement, such as access to person-centered care and outreach
program processes.
Dixon et al. (2016) presented the notion that person-centered care with shared
decision making would meet clients’ goals and increase engagement. Dixon et al. based
their conclusions on literature findings and then used literature to explore different
populations and outline how techniques have been shown to enhance the engagement
process. Dixon et al. explained that the use of electronics and the Internet, the
involvement of peer providers, and the use of a cultural formulation interview all helped
to provide culturally competent and person-centered care. According to Dixon et al.,
person-centered care was an approach that allowed the providers to view clients as equal
partners in planning, developing, and monitoring care to make sure it meets the clients’
needs. Person-centered care was expected to increase complex treatment engagement and
outreach program processes (Dixon et al., 2016).
Furthermore, members of the Department of Family and Support Services, in
Chicago noted that initial steps in outreach program processes included engaging the
homeless in the process of helping them (City of Chicago, 2015). The engagement
process was difficult for many homeless individuals who were anxiously seeking housing
and was problematic for many homeless individuals who had a history of living on the
streets or in and out of shelters as a survival method (City of Chicago, 2015). Many
times, service providers took outreach and engagement programs to the streets to increase
engagement and participation of the homeless by using mobile clinic outreach programs
with medical and social services to make services more accessible to homeless people
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(City of Chicago, 2015). Outreach service providers in Chicago also went out on the
streets, visited airports, and even boarded trains late at night to engage homeless
individuals in conversation and helped make them aware of available resources (City of
Chicago, 2015).
Henwood et al. (2013) and Padgett et al. (2016) reported on an outreach and
engagement program, called Permanent Supportive Housing (PSH). PSH was an
intervention designed to address long-term homelessness. According to Henwood et al.
and Padgett et al., there had been a shift in U.S. policy that involved using PSH instead of
shelters and transitional housing to end long-term homelessness and build healthy
communities. However, individuals transitioning from homelessness to PSH who
experienced limited access to affordable healthy food and recreation areas reported high
rates of chronic diseases and health problems that correlated with smoking, substance
use, and poor diets (Henwood et al., 2013; Padgett et al., 2016). Henwood et al. and
Padgett et al., argued that healthcare managed programs have increased engagement in
preventive primary care. Although, there were factors, such as stigmas and discrimination
related to homelessness, scarcity in resources, criminal actions, and mental health
systems that impede engagement in health behaviors that must be understood.
Another type of outreach and engagement program was the HUD-Veterans
Affairs Supportive Housing Program, which was developed to help end veteran
homelessness by providing housing choice vouchers and the VA providing case
management as well as outreach services (US Department of Housing and Urban
Development, 2014a). The program targeted homeless veterans and provided around 35
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rental vouchers, which were tenant based (US Department of Housing and Urban
Development, 2014a). The Rural Housing Stability Assistance Program (RHSP) was
another program developed to improve housing for the homeless, individuals in
substandard housing conditions, or individuals in danger of becoming homeless by
helping them to afford stable housing (US Department of Housing and Urban
Development, 2014b). With the RHSP, rent, mortgage, and utility assistance–recipients
could receive up to two months of rent, security and utility deposits, moving assistance,
mortgage, utility assistance, emergency lodging for up to 3 months (US Department of
Housing and Urban Development, 2014b). In addition, RHSP offered other supportive
services like acquisition training for new home purchases and rehabilitation for substance
abusers to provide the homeless individuals the best chances of transitioning into
permanent housing (US Department of Housing and Urban Development, 2014b).
Outreach programs link vulnerable populations and healthcare; and engage
homeless persons with social and housing services (Knopf-Amelung, 2014). One of the
least understood direct methods of engaging homeless individuals was street outreach
that meets people where they are at to reconnect homeless individuals to resources in the
community and provided the support they need to survive and prosper (Knopf-Amelung,
2014). Tsai et al. (2014) conducted a study on 70,778 homeless veterans engaged in
Veteran’s Affairs (VA) homeless services from 2011 to 2012, where the homeless
participants used provider referrals (41%), self-referrals (28%), and street outreach
(12%). Tsai et al. posited that more extensive histories of recent homelessness,
chronic homelessness, and referral and admissions to the VA's housing program were
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present when veterans engaged in street outreach. Tsai et al. concluded that veterans who
engaged, via street outreach were more likely to be admitted into the VA’s supportive
housing program.
Morandi, Silva, Golay, and Bonsack (2017) asserted that individuals with severe
mental and substance use disorders were challenging to engage in care, which affected
their health and social conditions and increased treatment costs due to an increase in
emergency department visits. Morandi et al. further asserted that case management was a
successful way of promoting care for people with severe mental and substance use
disorders. The application of an Intensive Case Management for Addiction (ICMA)
model improved the engagement of individuals with severe mental and substance use
disorders. Morandi et al. observed the influence of ICMA on service use, treatment
adherence, quality of support networks, psychosocial and mental functioning, and
substance use throughout the interventions of the 30 participants in the study; with 56%
of the participants remaining in the program after 12 months, and 40% completing the
program. Morandi et al. concluded that participation in ICMA improved engagement
with care, substance problems, and the psychosocial situation of people with severe
mental and substance use disorders. Also, Morandi et al. findings were consistent with
findings of Malte, Cox, and Saxon (2017), who asserted that homeless veterans entering
VA substance use treatment and intensive addiction/housing case management showed
improvement in housing, substance use, mental health, functional outcomes, and lower
acute healthcare utilization. Malte et al. reported that over 70% of VA homeless
participants, who received treatment for twelve months, entered long-term housing and
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approximately 50% maintained long-term housing, thus indicating that VA housing
programs were successful in addressing the needs of some homeless veterans. Malte et al.
findings may also prove beneficial for other individuals suffering from mental health and
substance use disorders.
According to Dixon et al. (2016) and Stewart (2013), approximately one-third of
young adults suffering from a first psychotic episode defer treatment for one to three
years, and 80% dropped out within the first year of care; thus, disengagement rates from
mental health services remained high (Dixon et al., 2016; Stewart, 2013). The Housing
First program quickly and effectively formed links between homeless individuals and
families and sought to figure out the importance of engaging the homeless based on the
goal of transferring the homeless to permanent housing without preconditions or barriers
to entry (e.g., abstinence, treatment, or service participation requirements). Providers of
the Housing First program engaged individuals who were the hardest to reach,
individuals who experienced long-term homelessness, and individuals who experienced
co-occurring disorders. Baxter, Tweed, Katikireddi, and Thomson (2019) and Stanhope
(2012) and utilized the ethnographic method to investigate the need of service
engagement within Housing First, concentrating on how social processes contributed to
program effectiveness, used symbolic interactionism as the theoretical framework, and
conducted observations and interviews to explore meaning-making within social
exchanges. The homeless individuals shared narratives about their experiences as
residents as related to housing, while the structural aspects of Housing First provided the
context and opportunities for needed engagement (Baxter et al., 2019; Stanhope, 2012).
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Need for Engagement of the Homeless
O'Toole et al. (2011) conducted a study with 457 patients to examine the need for
engagement of the homeless by conducting a quasi-experimental pre-post study to
explore the application of a patient-centered medical home for homeless veterans (71),
female veterans (145), cognitively impaired elderly (167), and patients with serious
mental illness (74). The enhanced engagement was a factor in this program, and O’Toole
et al. focused on the patients assessed for care use and outcomes six months in each year
studied. The findings revealed significant increases in primary care use, improved
chronic disease monitoring, and diabetes control for all groups (O’Toole et al., 2011). On
the other hand, the homeless increased emergency department use and hospitalizations,
and O'Toole et al. concluded that an enhanced engagement resulted in improvement in
patient conditions despite the increased use of emergency and hospital care. Fazel et al.
(2014) further supported the need for engagement of the homeless to combat problems
such as mental disorders, injuries, suicide, and premature mortality. Fazel et al. found that
many of the homeless continued to suffer from higher rates of mental and physical
problems. Fazel et al. suggests that the results from positive engagement outcomes from
the homeless population may encourage providers to engage the homeless population
more aggressively.
Fazel et al. (2014) examined key factors that might be related to the engagement
or disengagement of the homeless persons in communities’ responses to homelessness.
There were many homeless persons and environmental factors that might impact the
engagement of the homeless persons; however, there were also engagement process
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factors that needed to be understood (Fazel et al., 2014; O’Toole et al., 2015; O’Toole et
al., 2011). For example, while a factor such as mental illness in a homeless person might
render this person emotionally unavailable to engage, there were additional process
factors such as a respectful and caring attitude of the service provider that must be
understood (Chen, 2014; Padgett & Henwood, 2012; Sprenger, 2015). As noted by
Hwang and Burns (2014), Norman and Pauly (2013), and Norman et al. (2015), the
struggle of service providers to engage the homeless continues. Homeless individuals
present with complex needs, and the service provider must understand factors related to
this process to provide meaningful engagement for the homeless individuals to make a
difference in their lives (Hwang & Burns, 2014; Norman & Pauly, 2013; Norman et al.,
2015).
Hwang and Burns (2014) conducted a review of the literature and reported that
engagement of the homeless was a critical factor in helping this group, yet how to engage
the homeless remained unclear. According to Hwang and Burns, there were many
interventions to help the homeless such as primary health-care programs tailored to
homeless individuals, case management, assertive community treatment, and housing
initiatives such as Housing First, which provides housing in independent units with
support. Hwang and Burns further reported key factors involved in the engagement
relationship included respect for the individual, upholding the person's dignity, building
mutual trust, showing warmth and caring through 'acts of kindness. Additionally, Hwang
and Burns stated that peer support workers with similar life experiences to the homeless
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client had a strong ability to develop these positive and meaningful engagement
relationships.
Meaningful Engagement
The voices of the homeless were needed to understand what they experienced and
how they find relevant solutions. Therefore, Norman and Pauly (2013) and Norman et al.,
(2015) pointed out the need to provide meaningful engagement to help the homeless
overcome homelessness. Based on their review of the literature, Norman and Pauly
provided an overview of the findings regarding recommendations for policies and best
practices that promoted meaningful involvement of the homeless person. These
recommendations included information about how the processes of social exclusion and
inclusion needed to be understood by providers to provide meaningful engagement to
homelessness (Norman & Pauly, 2013; Norman et al., 2015). An important factor in this
social inclusion effort was to foster dialogue between service providers and the homeless
person, to develop guidelines for social inclusion, which may help to determine obstacles
and challenges faced by the homeless due to unequal power relations (Norman & Pauly,
2013; Norman et al., 2015).
To ensure successful engagement, trust and recognition of what the homeless
person experienced were needed, and future guidelines and policies need to foster
meaningful and respectful engagement of the homeless, as part of community responses
to homelessness (Norman & Pauly, 2013; Norman et al., 2015). Housing policies must
include information from people with experience of homelessness to gather information
about barriers and challenges involved in the engagement of the homeless, and dialogue
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with service providers that consider social inclusion at the organizational (Norman et al.,
2015). To encourage participation, members of organizations and municipalities must
display kindness to make the client feel respected, have policies in place for social
inclusion, and provide material resources such as housing, income, and supports to ensure
meaningful engagement (Norman & Pauly, 2013; Norman et al., 2015).
Acts of Kindness and Respect
Padgett and Henwood, 2012 presented findings from studies with homeless adults
with serious mental illness and substance abuse. The results from the New York Services
Study, which was a Federally-funded qualitative study that took place in practice settings
serving homeless adults with serious mental illness and substance abuse, revealed
themes, such as cumulative adversity, discordant views of case managers, and benefits of
permanent housing (Padgett & Henwood, 2012). These themes showed that case
managers have different views, which supports the need for the current study to explore
individual service provider perspectives. A final theme found that individual acts of
kindness were important for the engagement process. Padgett and Henwood concluded
that respect for individuality, sensitivity to previous traumas, and working to achieve
housing security as quickly as possible, were factors related to the encouragement of
engagement. Padgett and Henwood recommended that a future study explore factors
related to the encouragement and inhibition of engagement of the homeless in care.
Buchanan and Bardi (2010) and Mongrain, Barnes, Barnhart, and Zalan (2018)
reported that acts of kindness have great potential to impact the lives of everyone
involved and found that intentional acts of kindness to other people could increase their
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happiness. The Yukon Status of Women Council (2015) presented findings from a
project funded by the Federal Homelessness Initiative. This project resulted from the
need to understand the plight of homeless women. This need arose from a coalition of
women’s organizations in the Yukon, Northwest Territories and Nunavut. The study took
place in 2005 and 2007 and included in-depth conversations with interviews or focus
group sessions, with 21 women who were or had recently been homeless, and the
Government and non-government personnel who provided services to these women. The
researcher analyzed data for themes (Yukon Status of Women Council, 2015). Findings
revealed that determinants of homelessness included: female vulnerability, partner’s
behavior and circumstances, forced eviction from property owners, relocation, personal
wellness, cost of living, and societal indifference, punitive measures, and inadequate
support system to include peers (Yukon Status of Women Council, 2015).
Peer Support for Engagement
There have been multiple studies that validated the use of peer support to increase
engagement in vulnerable populations by identifying with a personal experience that
complements effectiveness. For example, Simpson, Quigley, Henry, and Hall (2014) used
peer support workers to assist those suffering from mental distress because they found
that over 30% of the psychiatric patients failed to take their medication or relapse, which
lead to the patients’ re-admittance to the hospital. The use of trained peer support
professionals was a key factor in helping patients after their release from the hospital, and
over 50% of the patients in this study reported missing the peer relationship when it ends
(Simpson et al., 2014). Aldridge (2015) and Story (2013) reported that marginalized
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groups were excluded from health services and routine health statistics, because they
were not actively engaging in the process of gathering health services utilization data.
Besides using peer support, a key challenge was to understand the marginalized group,
such as the homeless, to focus on prevention and treatment activities in a meaningful way
(Simpson et al., 2014).
Aldridge (2015) and Story (2013) conducted a cross-sectional health survey of
homeless people who attended 27 low-threshold services in London, such as soup
kitchens, hostels, and day centers. Findings from the study revealed that homeless people
experienced a significantly disproportionate burden of morbidities, such as asthma (246%), heart disease (5-87%), stroke (4-93%) and epilepsy (12-40%) (Aldridge, 2015;
Story, 2013). Peer support services were an evidence-based mental health model of care
that consisted of qualified peer support providers who supported individuals with their
recovery from mental illness and substance use disorders (Simpson et al., 2014).
Ellison et al. (2016) researched patterns and predictors of engagement in peer
support services of people receiving services from the Veterans Health Administration
housing program. Veterans, peer specialists, received training on how to deliver sessions
that concentrated on mental health and substance use recovery for veterans (Ellison et al.,
2016). Utilizing a mixed-effects log-linear model, Ellison et al. tested the rate of peer
engagement with three sets of covariates, which represented the characteristics of the
veterans, to include demographics, mental health, substance use status, indicators of
community participation, and support. The findings from the study showed that veterans
engaged with peers about once per month, rather than the planned once per week, the
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frequency of contacts varied significantly, and time was the best predictor of engagement,
with the first six months showing the most contacts (Ellison et al., 2016). Age played a
role in older veterans 51 and above, as they tended to have higher rates of engagement
with peer supporters at 82% (Ellison et al., 2016). Ellison et al. also noted that
participants who received technical training engaged peer supporters at 62% in
comparison to participants who only had a high school or less at 38%, indicating that
education level had a significant relationship to peer engagement. Conversely, a study
conducted by McInnes et al. (2014) using 21 participants who engaged healthcare
providers via mobile devices found that all participants were technology proficient
despite their varying educational levels. 52% of the homeless veteran participants had
two years of college, in comparison to the 5% of participants who had less than a high
school diploma, or 38% of participants who completed high school.
Technology and Engagement
McInnes et al. (2015) reported on the use of technology to engage homeless by
reviewing reporting findings from 30 homeless veterans in different housing programs in
Boston, MA. 90% of the homeless owned mobile phones, up to 72% had an email
address, of the cell phones 30% were smartphones, and up to 70% used the Internet. The
homeless persons did use technology for different reasons; some used it for health
reasons, because many homeless had access to these forms of information technologies.
McInnes et al. concluded that there could be health benefits to programs that link
homeless persons to healthcare via mobile phones and the Internet. McInnes et al. also
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concluded that more research was needed to determine factors related to the engagement
of the homeless in community efforts and dealing with healthcare issues.
McInnes et al. (2014) explored the feasibility of using mobile phone text
messaging with homeless veterans to increase their engagement in care. For this study,
McInnes et al. sent two text message reminders to 21 participants before their outpatient
appointments at a Veterans Affairs medical center and used re-and-post survey
questionnaires, open-ended questions, and medical records to gather data. Participants
reported being satisfied with the text-messaging intervention, reported having very few
technical difficulties, and reported interest in continuing the use of text messages
(McInnes et al., 2014). The findings from the study also revealed that patient-canceled
visits decreased from 53 to 37, no-shows decreased from 31 to 25, emergency department
visits decreased from 15 to 5, and hospitalizations went from 3 to 0 (McInnes et al.,
2014). The researchers concluded that the use of text message reminders helped to
engage the homeless, which resulted in fewer missed visits and emergency department
use (McInnes et al., 2014).
Neale and Brown (2015) explored the need for technology to help the homeless.
Neale and Brown noted that homeless drug and alcohol users were a much-marginalized
group with complex needs and limited support. Neale and Brown conducted a study in
three hostels from a different city, during 2013–2014 using audio-recorded semistructured interviews with 30 residents (nine females; 21 males) with self-reported
drinking and drug problems. Neale and Brown completed additional interviews 4–
6 weeks later and included 22 participants (6 females; 16 males), and findings from an
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analysis of qualitative data revealed that only 21 participants had friends, and all
friendship networks were small and ever-changing. Participants reported wanting
friendships, and information and communication technologies (ICTs) were important
components related to friendships because ICTs helped to keep the participants connected
to social support and recovery resources (Neale & Brown, 2015). Neale and Brown
concluded that to promote friendships and help the homeless, service providers must
consider ways to promote the use of ICTs to combat loneliness and isolation, thus making
texting, emailing, chat rooms, and other social media available to the homeless. While the
sample size limited the study, detailed information supported the use of technology to
help engage the homeless, while others like Koffarnus et al. (2013) suggested using
money and tobacco products to engage homeless adults.
Money and Tobacco to Engage the Homeless
Koffarnus et al. (2013) reported on the use of money to encourage the
engagement process with homeless adults. Specifically, Koffarnus et al. explored whether
the money would increase engagement and achievements in a job skills training program.
For this randomized clinical trial, Koffarnus et al. randomly assigned 124 eligible
homeless participants to an experimental group (no reinforcement (n = 39), training
reinforcement group ( n = 42), or the abstinence and training reinforcement group (n =
43). The goal of the study was to examine if monetary incentives could potentially
encourage engagement and successful job skills training for alcohol dependent,
unemployed, and homeless individuals. Koffarnus et al. concluded that the effectiveness
of using monetary incentives to reinforce desirable behaviors was significant when
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compared to the abstinence of substance use and training reinforcement (91) verses no
reinforcement (10.5) for a means of overall steps achieved. The narrow focus on the job
skills training limited the study, but findings did show that monetary incentives were
motivational factors. However, Hartzler and Garrett (2016) reviewed the literature on the
subject and concluded that this practice was in its infancy and requires further
investigation to understand all related factors.
Baggett et al. (2012) reported that service providers for the homeless population
may use tobacco offerings to help engage the homeless because cigarette smoking was
common among the homeless. Findings from Baggett et al. survey of 231 health care
providers revealed that 86.5% of the participants reported the routine screening for
tobacco use, 74.4% viewed tobacco use as a key health issue among the homeless, and
15.3% had given patients tobacco to build trust or promote engagement in adhering to
care practices. Baggett et al. also reported that this practice of providing tobacco must be
understood within the context of a complex care process and only for those living in
extreme circumstances. This practice has been endorsed and condoned in street outreach
resources to engage those who were highly marginalized, and this practice had also been
used in inpatient psychiatric units, to reinforce desirable behaviors (Baggett et al., 2012).
However, while some providers practice this engagement technique to promote the
wellbeing of the client, it should not occur as a positive form of engagement, because
tobacco use had harmful effects (Baggett et al., 2012), which could lead to
disengagement.
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Disengagement of the Homeless
Smith et al. (2013) described factors related to the disengagement from care for
individuals with serious mental illnesses and substance use. Smith et al. conducted
qualitative interviews with 56 individuals and 25 providers of care. The findings showed
that patients’ reasons for disengagement from services included responses that the
services were not relevant to their needs, they did not trust providers, and did not believe
they were ill, yet providers’ reasons included stigma, lack of insight, and language and
cultural barriers (Smith et al., 2013). The researchers concluded that the homeless have
different views regarding the homeless reasons for disengagement from services.
Smith et al. (2014) described factors related to reengagement rates for individuals
with serious mental illness who had discontinued services. Medicaid claims and other
administrative data were reviewed from 2009-2011, the New York City Mental Health
Care Monitoring Initiative to monitor service use by defined cohorts of individuals with
serious mental illness and high service needs. Smith et al. identified 2,834 individuals
with serious mental illness who had discontinued services. The findings showed that
patients’ reasons for disengagement from services included lost to care, incarceration and
provider notified-active outreach (Smith et al., 2014). The researchers concluded
homeless individuals reasons for disengagement from services could help identify
individuals in need of outreach and active outreach.
Narendorf, Bowen, Santa Maria, and Thibaudeau (2018) conducted a study on
374 homeless young adults ages 18-24 experiencing homelessness to determine risk and
resilience. Results indicated that 20% of the young adults had high adult support and low
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trauma; 16% described a low trauma, but low adult support; 40% had high trauma
exposure, high rates of mental health problems and low substance use; 24% had high
rates across all risk variables (Narendorf et al., 2018). Factors leading to disengagement
of the homeless were also discussed by Yoder, Bender, Thompson, Ferguson, and
Haffejee (2014). Yoder et al. reported on the need for the homeless to survive, which
could serve as a factor leading to disengagement. Findings from quantitative data
gathered with face-to-face interviews of 202 homeless youths, revealed that these youths
were at increased risk for involvement in the criminal justice system, substance use, peer
deviance, and the engagement in survival behaviors (criminal behaviors) (Yoder et al.,
2014). These youths may have been more focused on survival behaviors than engaging in
efforts to overcome homelessness because 78% reported being arrested and 60% reported
going to jail. Bright, Kayes, Worrall, and McPherson (2015) and Zlotnick, Zerger, and
Wolfe (2013) reported that service providers must learn how to engage the homeless,
without alienating or disengaging the client while being flexible and aware of the client.
Bright et al. (2015) and Zlotnick et al. (2013) provided insights into the problem of
disengagement of the homeless, which was a factor that limits the engagement of this
population. There were many factors involved in the engagement process of homeless
individuals, and service providers need to be aware of these factors to successfully
engage the homeless.
Summary and Conclusion
Major themes in the literature review revealed that engagement was a key factor
in helping the homeless. Hwang and Burns (2014) asserted that factors related to the
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engagement process included respect, dignity, trust, warmth, and caring with acts of
kindness, and peer support workers. Meaningful engagement was a factor reported by
Norman and Pauly (2013) and Norman et al. (2015), yet, despite the recognition of
engagement factors and the need for engagement, homelessness continues, which implies
the need for further study of this engagement process and related factors, as viewed by
the service provider. Chapter 3 includes an explanation of the research methodology used
in this study.
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Chapter 3: Research Method
Introduction
The application of engagement included enhancing self-belief, fostering learning,
investing in support services, committing emotionally, changing expectations, and
becoming active citizens (Great Schools Partnership, 2016; Kruse, 2012). Engagement,
for the sake of this study, happened when mental health service providers reached out to
homeless individuals to encourage them through trust to partake in homeless services
provided by mental health providers. However, homeless persons continued to struggle to
access services despite numerous social programs (National Alliance to End
Homelessness, 2015). The purpose of this phenomenological qualitative study was to
gain more insight into the engagement practices and experiences of mental health service
providers, in New York City, when encouraging the homeless individuals to commit to
participating in clinical services, especially where perceived barriers to engagement were
concerned.
By addressing this gap in the literature, this study stimulated a needed positive
social change by gaining more insight and understanding about the phenomenon and to
possibly reduce care and engagement barriers to help researchers, policy-makers, mental
health service providers, and the homeless community with more information about
resources needed for successful engagement outcomes. This chapter includes the purpose
of this study and the research questions for alignment. This chapter also includes the
research design and rationale, the central phenomenon, and the research tradition. Finally,
this chapter includes a discussion and explanation of the researcher’s role in this study,
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the methodology, participant selection logic, data collecting, instrumentation, procedures,
data analysis plan, ethical procedures about working with the selected participants, and
issues of trustworthiness before the summary.
Research Design and Rationale
The research design selected for this qualitative study derived from
phenomenological works of Husserl (1931, 2012) and Willis (2007) who focused on
participants’ shared experience, through narration and the perceptions of those
experiences. A phenomenologist distinguishes phenomena from noumena and interprets
experiences or facts, by listening to the different stories of the participants.
Phenomenologists focus on the subjectivity of reality while continually pointing out the
desire to understand how humans view themselves and the world (Husserl, 1931, 2012;
Moustakas, 1994).
According to Creswell (2007), Creswell and Poth (2017), Moustakas (1994), and
van Manen (2007, 2016) phenomenology is a qualitative method of inquiry that
researchers apply to a myriad of lived experiences. It offers the researcher the ability to
examine the different perspectives of participants’ lengthy experiences (van Manen,
2007, 2016). Moreover, phenomenology also offers the researcher the ability to examine
the cumulative experience of participants as related to a single point in time (Moustakas,
1994). In phenomenology, the shared experience of a single life event, the event length or
a matter of seconds, is the focal point of the research, not the event itself. For this
research study, a phenomenological methodology was employed to assess the
engagement experiences of mental health service providers. The goal of this study was to
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provide researchers, policy-makers, mental health service providers, and the homeless
community with more information about the resources needed for successful engagement
outcomes.
According to Creswell (2007) and Creswell and Poth (2017), the use of
transcendental phenomenology allowed the researcher to focus less on their
interpretations and more on the descriptions of the participants’ experiences. Researchers
must set aside their experiences as much as possible to take a fresh perspective toward
the phenomenon under examination, to analyze the data by reducing the information to
significant statements or quotes, and combine the statements into themes (Creswell,
2007). These themes were used to develop textural and structural descriptions based on
the essence of the participants’ conditions, situations, and/or experiences, which were
essential to effective data analysis (Creswell, 2007; Creswell & Poth, 2017).
Three research questions have been formulated from an overarching consideration
of engagement practices by mental health service providers with the homeless individuals
they serve in New York City. They are:
1. What engagement practices do mental health service providers, in New York
City, identify as successful when engaging mentally ill homeless individuals about
provided clinical services?
2. How do mental health service providers, in New York City, explain their
experience of engagement with mentally ill homeless individuals?
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3. What barriers do mental health service providers, in New York City, face when
engaging mentally ill homeless individuals about committing to provided clinical
services?
This study was important because it stimulated positive social changes in the way
service providers engaged their clients. This phenomenological approach allowed the
examination of the phenomena of engagement of the homeless and how the service
providers in the situation perceived this process to be examined. The phenomenological
approach was chosen because this type of qualitative method allowed the collection of
data through participant observation. This approach required the researcher to become a
participant within the culture or context that was being observed and determined how to
become one with this context or situation and how to collect data while in this participant
role (Trochim, 2008). Months could be spent learning how to and becoming accepted as
part of the context before collecting data (Trochim, 2008). Remaining unobtrusive while
collecting data so that the situation does not change is key (Trochim, 2008). Observations
could be recorded with notes or audio or videotaping. Specific behaviors were a focus of
this type of research, and this approach could be very time-consuming (Trochim, 2008).
Role of the Researcher
For this qualitative study, the recommendations of Ashworth (2016), Moustakas
(1994), Patton (2002, 2015) to ask open-ended questions, to encourage long, elaborate
answers, and to interact and collaborate with the participants during the data-gathering
process were utilized. Qualitative inquiry is interpretive research that involves sustained,
intensive interaction with participants, who were considered human instruments that
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could provide rich data via interview (Ashworth, 2016; Creswell, 2009; Creswell & Poth,
2017; Denzin & Lincoln, 2003; Moustakas, 1994; Patton, 2002, 2015). The qualitative
researcher explained to participants that their role was emic. An emic role indicated that
the researcher was taking an insider’s view of research (Punch, 1998). The participants’
responses were focused on by making the emic voice the predominant voice when telling
their story. It was imperative that the qualitative researcher remained impartial and
refrained from bias and preconceived notions about phenomena (Husserl, 1931, 2012)
and Moustakas (1994) with the use of the epoche concept. The epoche process allowed
the researcher to seclude personal experiences by suspending prior knowledge and only
focusing on the experiences of the participants as a way of keeping the participants’
experiences original or uncontaminated (Husserl, 1931, 2012; Moustakas, 1994).
Bracketing
Bracketing is a method used in qualitative research to diminish the possible
detrimental effects of preconceptions that may taint the research process. The researcher
was non-judgmental when learning about the mental health experiences and practices of
the participants. The researcher listened to participants’ responses and asked them to
clarify unclear or difficult to understand statements based on sound quality or rough word
and sentence structure to ensure accuracy. Personal experiences, knowledge, and
expectations were distinguished from the participants’ responses. Epoche was used by
transcribing the participants comments as expressed in their interviews. Bracketing
experiences and practices assisted in restricting personal bias about any of the responses
from the participants (Ashworth, 2016; Creswell & Creswell, 2017; Husserl, 1931, 2012;

57
Moustakas, 1994). Member checking was used by emailing each participant a copy of his
or her word-for-word interview transcript. Member checking allowed the participants to
review their interview transcripts for accuracy.
Researcher Biases
Researchers need to be aware of and take responsibility for their personal bias and
preconceived notions (Moustakas, 1994) because bias could cause false conclusions and
mislead the reader. Rigorous criteria were established to avoid confounding data and
selected participants from the same population of mental health service providers to
minimize bias (Mehra, 2002). Participants were allowed to tell their experiences without
seeking approval of confirmation from the researcher (Mehra, 2002). As recommended
by Mehra (2002), to manage subjectivity the researcher took on the role as a learner, and
the participants were the experts because the participants had the most knowledge about
their experiences when engaging the homeless. Taking a learner’s role allowed the
researcher to learn about the phenomenon from different viewpoints and move beyond
personal biases (Mehra, 2002).
Participants’ experiences were presented as truths and in line with the idea and
context of this study (Mehra, 2002). Findings from the interviews came from the emic
voice; the predominant voice used when telling their story. Personal interpretations were
limited as much as possible to ensure neutrality (Mehra, 2002). The purpose of this study
was explained to all participants in the same manner to avoiding sharing a specific level
of understanding, education, and thoughts on engagement with the participants as part of
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ethical practices for this study. This approach reduced bias by standardizing interaction
with each participant.
Methodology
Participant Selection Logic
For this study, all interviews were conducted to gather data and analyzed all data
for content. No personal or professional relationships with participants, and no
supervisory or instructor relationships involving power over the participants was present.
Any biases were managed by returning all findings to participants for verification and
trustworthiness, accuracy, and credibility. The verification of accuracy helped ensure that
these study findings represent the perspective of the participant, rather than the views of
the researcher because it was the views of the participants that lend credibility to these
study findings (Trochim, 2008).
The sampling method used for this qualitative research was a nonprobability
sample design with a purposeful sampling strategy; to emphasize on strategically and
purposefully selecting information rich cases, which yielded insights and in depth
understandings for the questions under research, based on views and recommendation of
Moustakas (1994) Patton (2002, 2015). Following other ideas from Patton, a criterion
sample were used to select participants who meet the same criteria. The selected criteria
included: licensed, masters level mental health service providers who reported having
worked in a homeless shelter within the previous 12 months, were 18 years of age or
older, had experience engaging the homeless, must electronically sign and return the
informed consent form with the prescribed numerical identifier, must be willing to meet
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with me at least twice--within a 30-day period--for one scheduled 30 minute to one hour
face-to-face and voice-only recorded interview in a private room in a NYC public library
dedicated for counseling or via telecommunication applications (i.e., FaceTime), and one
possible follow up interview to review the accuracy of the transcript from the interview
responses.
According to recommendations from Frankfort-Nachmias and Nachmias (2008)
and Patton (2002, 2015), the unit of analysis for this qualitative research was a subset of
the total population of mental health service providers, for homeless individuals, working
in homeless shelters in Bronx County, New York City. Creswell (2007), Creswell and
Poth (2017), and Mason (2010) suggested keeping the sample size small and following
their suggestion, this study’s sample included no more than 12 licensed, masters level
mental health service providers to reach saturation. Crouch and McKenzie (2006) also
noted that selecting a sample size with no more than 20 participants enhanced the validity
of this study, and Mason noted that smaller sample sizes for qualitative studies were less
time consuming, more practical, and lessened repetitive and redundant data. Glaser and
Strauss (as cited in Creswell, 2007) noted that small sampling sizes for participants’ data,
which do not provide any further information on the phenomenon under investigation,
follow the concept of saturation. Moreover, the ability to grasp the nature of the
phenomenon through interviews could happen with a small sample of individuals with
the same lived experiences (Moustakas, 1994; van Manen, 1997, 2016).
This sampling strategy for this study was appropriate because the criteria for the
study ensured that all participants had experienced the same standards. Hammersley and
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Atkinson (as cited in Creswell, 2007), were used as a basis for the criteria for selecting
who or what, after gaining some perspective on the social lives of the people in the
population under study. When all participants met the set criteria for this study, the data
collected from their responses was more valid because all participants would have
experienced the phenomenon (as cited in Creswell, 2007).
Instrumentation
For this qualitative phenomenological study, the method of collecting data came
from semi-structured in depth interviews, using Quick Time Player on a MacBook Air,
which allowed a large amount of data directly to a password protected external hard drive
to be recorded and saved. Using the researcher as the instrument for data collection was
another method of collecting data for the researcher designed open-ended interview
questions (see Appendix E), as recommended by Ashworth (2016), Bernard (1988),
Moustakas (1994) and Patton (2002, 2015). A field test was conducted with three mental
health professionals with experience varying from 4 to 20 years. The feedback received
ensured that the interview questions selected were in line with the research questions. The
researcher designed interview questions were comparable to those in Reeves (2017), and
were modeled on them like ‘What challenges do immigrant mentees and local members
face with concern to mentoring?’ to the interview question for this study ‘What are some
barriers that you had experienced as it relates to engaging with homeless individuals
when trying to encourage their commitment to clinical services?’

61
Interview Questions
The research questions and associated interview questions below can also be found in
Appendix E.
RQ1. What engagement practices do mental health service providers, in New York City,
identify as successful when engaging mentally ill homeless individuals about provided
clinical services?
1.

What resources do you believe are needed for the successful engagement
of homeless individuals?

2.

What is your experience regarding factors related to the successful
engagement of homeless persons in clinical services?

3.

What engagement practices have you used to encourage the initial
engagement of homeless persons in clinical services?

4.

How can services be improved for the successful engagement of the
homeless person?

RQ2. How do mental health service providers, in New York City, explain their
experience of engagement with mentally ill homeless individuals?
5.

What is your work experience as it relates to engaging with homeless
individuals?

6.

What are some engagement practices you have used that may have
encouraged the homeless individual to commit to clinical services?
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RQ3. What barriers do mental health service providers, in New York City, face when
engaging mentally ill homeless individuals about committing to provided clinical
services?
7.

What are some barriers that you have experienced as they relate to
engaging with homeless individuals when trying to encourage their
commitment to clinical services?

8.

What are some engagement practices you use to overcome, or address
barriers related to the initial engagement of the homeless persons in
clinical services?

Field Test
A field test conducted with three mental health providers experienced with
homeless persons. Each interview lasted 15 minutes. Feedback received from this test
suggested the following:
Participant 1 had a master’s degree in human services and seven years of
experience with homeless persons. The feedback received from this participant was that
the researcher omitted leading questions regarding the need to provide respect, kindness,
common language, and technology to engage the homeless.
Participant 2 was a licensed master social worker with 20 years of experience
with homeless persons. The feedback received from this participant was to combine
interview questions to reduce redundancy. As a result, the interview questions were
reduced from 16 questions with two probing questions each to 8 questions in total.
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Participant 3 was a licensed mental health counselor with four years of experience
with homeless persons. The feedback received from this participant was to find a way to
incorporate resources, work experiences, and engagement practices in interview
questions. As a result, these interview questions were revised to include these areas.
Pilot Study
A pilot study was conducted to test the sufficiency of the data collection
instrument and the interview protocol. To evaluate the interview protocol, two mental
health service providers were recruited via email. The pilot study’s findings did not
indicate any problematic issues concerning the interview protocol. As a result, the
original interview protocol was utilized in the main research study. Additionally, no
changes were made in the instrumentation or data analysis strategies.
The Recruitment, Participation, and Data Collection Procedures
The recruitment, participation, and data collection procedures for this
phenomenological study were as follows. All participants were recruited on a volunteer
basis, using a self-selected convenience sample because there were appropriate
participants to choose from, locally. The Internet and search engines were accessed, from
a MacBook Air, iPhone, and iMac to search for homeless shelters in Google, on the NYC
Housing and Preservation Department (HPD) site, the Department of Homeless Services
(DHS) site, and the Department of Health and Mental Hygiene (DOHMH) site. After
locating the shelters, the shelter directors or staff at the selected local homeless shelters
were contacted by phone. The shelter directors’ contact information (i.e., email addresses
and phone numbers) were obtained from the staff persons who answered the phones.
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Next, the shelter directors were called to explain the details of this study and to get their
verbal approvals to conduct this study at their sites, before emailing the letter of
cooperation and the flyer (see Appendix B). After gaining the approval from the shelter
director to conduct the study at the sites, the letter of cooperation and the flyer were
emailed to the shelter director. After receiving the email, the director printed the letter of
cooperation and the flyer. The shelter director reviewed the letter of cooperation to make
sure it stated the agreement with the researcher and then he placed the flyer on a
designated bulletin board in his staffs’ common areas, in the homeless shelters.
Additionally, the shelter director was asked if an announcement could be made at an allstaff meeting to ensure sample size requirements were met. The participants were not
asked at that time nor otherwise to express interest (i.e., raise their hands) because this
would not allow enough time to consider participation nor privacy.
The mental health providers who read the information on the flyers and were
interested in participating in this study emailed the researcher, based on the email
information from the flyer posted on the bulletin boards in staff common areas. When
emails from the potential service provider participants were received, the participants’
emails were responded to with the initial contact message (see Appendix C) that provided
more details about this study (i.e. information about the study, the criteria, numerical
identifier, and support resources in case the participants needed support, due to feeling
discomfort and stress about the nature of the study). The participants received an
informed consent form that provided details on how potential service provider
participants could establish new Gmail accounts using prescribed pseudonyms, for
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confidentiality. All participants were also informed during the initial contact that their
participation was voluntary, that they may ask any questions about the study at any time,
and that if they agreed to participate in the study they could withdraw from this study at
any time. Moreover, if the participants met this study’s criteria and agreed to participate
in the study, they electronically signed and dated the informed consent form using an
individually prescribed numerical identifier (1111; 1212; 3333) as their signatures. The
prescribed numerical identifier allowed the participants privacy.
All participants were informed that their information would remain confidential.
The participants communicated via email to agree on meeting times that best fit their
schedules. Participants were asked who met this study’s criteria, to meet at the NYC
public libraries nearby or to start the telecommunication interviews at the designated
times. The individual interviews took place in private rooms dedicated for counseling at
the NYC public library or the participants’ and researcher’s individual locations via the
telecommunication applications from a computer or smart device (i.e., Smartphone, iPad,
MacBook…).
Individual face-to-face and voice only recorded semi-structured interviews were
conducted, with the participants after discussing the participants’ confidentiality and
explaining to the participants their ethical rights before, during, and after the interviews.
Participants were informed that their ethical rights included keeping their information
safe and private, them having the freedom to participate or to not participate in this study,
and their right to end their participation at any time during this study without any concern
of disrespect from anyone associated with the study (Moustakas, 1994).
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The voice-only interviews were recorded using Quick Time Player on a MacBook
Air. After the completion of each interview, the individual’s interviews were saved to a
password protected SanDisk Cruzer Glide external hard drive and then checked each
interview file to make sure the stored files (using the numerical identifier as the file’s
name) opened properly and had excellent sound quality. Each participant was debriefed
after he or she had completed the initial interview process. During the debriefing session,
each participant was informed that he or she received a debriefing document that
included information about what to expect after the study and a list of resources (same
resources listed in the initial contact message) in case they needed support. This
debriefing document can provide support for feelings of discomfort and stress after
talking about their engagement practices and experiences as mental health providers.
Creswell (2009) and Creswell and Poth (2017) noted that when the interviews concluded,
and data collected, the participants were ready to exit this study. The participants were
informed of steps that follow the interviews and they were informed that their anonymity
remained a major factor in this study, as part of the debriefing process (see Appendix D).
Moreover, the participants in this study understood that they could withdraw from the
study at any time and could request the deletion of their recorded interviews, without
feeling any pressure, based on views from Creswell, Creswell and Poth, and Moustakas
(1994). The issues of follow up and the possibility of needing more information from the
participants was addressed by giving the participants a time to expect a follow up, as
recommended by Creswell, Creswell and Poth, and Moustakas (1994).
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Next, each individual interview file stored on the external hard drive was
accessed. The researcher listened to each interview and transcribed the recorded
interview responses word-for-word to keep the data accurate. After transcribing the
responses to each recorded interview, each transcript was saved to the password protected
external hard drive before emailing each participant a copy of his or her transcript. Upon
receipt of the transcript, each participant reviewed his or her now written responses from
the interview transcript for accuracy. If there were problems with any transcripts, follow
up meetings were scheduled with those participants to clarify any issues or discrepancies
in the written interview transcripts.
Potential changes to the inaccurate transcripts took place during the follow up
interview and then were stored to the password protected external hard drive before
ending the follow up interview. After all needed changes were completed, based on the
participants’ statements, the participants were informed that their part in this study had
ended. The following points were used to debrief the participants after preparing them for
the exiting process. The exiting or debriefing process included in this study were:
1. Provided participants with more information about the expectation of this
study after the completion of the interviews and follow up.
2. Informed the participants of their ethical rights to withdraw from this study.
3. Reviewed the debriefing document and the mental health resources (see
Appendix D) to make sure that participants understand the list of resources
available to them and the mental health information.
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4. Informed participants about data retention, security measures for email
accounts, and about their continued confidentiality.
5. Informed the participants that they would receive a 1- to 2-page summary of
this study findings after the completion and approval of the study.
Additionally, when participants participated in the exiting process, they could
eliminate any confusion about the research process by asking questions. The exiting
process could also confirm the data’s trustworthiness and validity and the accuracy of
participants’ interview, before the analysis process (Maxwell, 1992).
Data Analysis Plan
Moustakas (1994) noted that phenomenological research had systematic steps in
the data analysis process. The six steps used in this study came from a modification of
Groenewald (2004) and Williams (2012)’s method of analysis for phenomenological
data. The steps were as follows:
1. Listed and executed a preliminary grouping of all relevant expressions to the
experiences’ and typed out data verbatim from the audio recording.
2. Reduced and eliminated expressions to determine the “invariant constituents” that
were considered the main categories of the experiences. Read through the
transcribed data and underlined themes related to research questions or new
information. Examined data and coded recurring themes; examined all written
data and circled any information related to the research questions and then went
back through the circled information and list a theme for each piece of
information to allow for easy spotting of themes.
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3. Identified, validated, searched for patterns, or connections between the themes.
4. Informed conclusions to address the research questions based on patterns of
themes.
5. Developed a composite description of the meaning and essence of the experience,
representing all the participants’ (Ashworth, 2016; Moustakas, 1994, pp. 1-2).
As a method of gaining a greater understanding of phenomenological research,
other examples of phenomena that other researchers had studied were reviewed to gain a
better understanding from the viewpoint of the participants. This understanding examined
what it means to be a service provider for the mentally ill struggling to engage or commit
in the homeless services, in an era where homelessness is a pressing issue.
van Manen (2007, 2016) suggested bracketing out personal, conscious lived
experiences about the phenomenon (see Appendix H). According to Ashworth (2016) and
Moustakas (1994), specific interview questions asked of the participants would lead to a
textural and structural description of the lived experiences to provide an understanding of
the general experiences of the participants.
NVivo is a qualitative data analysis, computer software program, designed to
assist researchers in organizing and analyzing qualitative data (QSR International [QSR],
2013). Based on ideas from Strauss and Corbin (as cited in Creswell, 2007), the written
text, that is, field notes and supporting documents were transcribed, using viewpoints
based on the data findings and individual characteristics, with the use of content analysis
(Cabraal, 2012). The different ways data could be interpreted and what to transcribe were
assessed, including what the data means while working to keep personal bias out of this
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study. Data were inductively coded using NVivo to assess themes, frequency counts, and
for other areas of interest and needs provided by the program, in support of views by
Cabraal (2012).
Issues of Trustworthiness
Reliability and Validity
In qualitative research, validity and reliability were two factors researchers
needed to pay attention to when designing a study, analyzing the results, and judging the
quality of the data (Patton, 2002, 2015). Some of the issues of validity and reliability
were that qualitative research was mostly inductive, focusing on understanding specifics
rather than generalizing, viewing threats as an opportunity for learning by not controlling
for bias, not being fully aware if the accounts were accurate, and with limited sustained
trustworthiness (Creswell & Creswell, 2017; Patton, 2002, 2015). Credibility in
qualitative research established the reliability of the findings to ensure they were credible
or believable from the participant's perspective. Appropriate strategies to establish
credibility and trustworthiness of data and conclusions included returning conclusions
from data analysis to participants for verification (Lincoln & Guba, 1985; Trochim,
2008).
Transferability regarding the degree that results of qualitative research could be
generalized to other contexts or settings (Lincoln & Guba, 1985; Trochim, 2008).
Appropriate strategies to establish transferability included the use of thick descriptions of
findings from participant's lived experiences. The thick descriptions allowed for the
transferability of information to other like individuals, and data findings and conclusions
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revealed how any information could be transferred to other like individuals or situations
(Lincoln & Guba, 1985; Trochim, 2008).
Dependability refers to the need to account for the changing context where the
research took place and impacted findings (Lincoln & Guba, 1985; Trochim, 2008).
Confirmability refers to how well results were confirmed by others (Lincoln & Guba,
1985; Trochim, 2008). Appropriate strategies to establish dependability and
confirmability included reflectivity, which was the systematic attendance to the
knowledge construction process to include issues of researcher bias and effects. All
findings and conclusions were returned to participants for their review, which helped
ensure reliability and validity of data and findings (Kelly, Sadeghieh, & Adeli, 2014;
Patton, 2002; 2015; Solomon, 2007).
Dependability of findings was ensured by using a strictly phenomenological
approach and methods presented by van Manen (1997, 2007). Established
phenomenological procedures for participation, data collection, and analysis were used,
and findings were validated with participant feedback to establish dependability (Lincoln
& Guba, 1985; Trochim, 2008). In addition, to build rapport and trust during the
interview process by using interviewing techniques, such as engaging in the interview
process instead of just reading the interview questions to the participant (Lincoln &
Guba, 1985; Trochim, 2008); allowed for the freedom to build rapport with the
participant (Lincoln & Guba, 1985; Trochim, 2008).

72
Ethical Procedures
There are always ethical concerns when performing research, according to
Walden University (2017), ethical standards, and the trustworthiness of a qualitative
study depends greatly on the ethics of the researcher (Merriam, 2009). Institutional
Review Board’s (IRB) and shelter directors’ approval were gained before any data
collection activities. Ethical concerns related to recruitment materials and processes
included providing full disclosure to the participants, which was done with the
introduction flyer, initial contact message, and the informed consent form provided. The
initial contact message explained the nature and purpose of this study, the criteria to
participate in the study, the prescribed numerical identifier that participants used to
electronically sign the informed consent form, and helpful resources. The issue of consent
was explained to the participants in full detail so that participants could make the best
informed decision, and all participants electronically signed informed consent forms after
IRB approval and before their interviews. The participants for this study were not a part
of a vulnerable population, and no deception was used.
The informed consent form included information about how participants’
anonymity, confidentiality, and privacy were maintained with the use of numerical
identifiers, secure email communication, individual and private face-to-face, and voice
only recorded interviews. To add more privacy and security, real names or identifiers
were not included on any data, and email addresses were kept confidential and only used
for communications relating to this study. All data were gathered through individual faceto-face, and voice-only recorded interviews and transcribed the interview responses
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word-for-word to accuracy and to avoid any bias in translation. Next, all will be secured
on the password protected external hard drive for five years as required by Walden
University. Finally, participants were informed that they could withdraw from this study
at any time without any negative consequences participants were also informed about the
possible risks expected from study participation, and how they would benefit from a new
level of understanding of the study issues.
Summary
For this study, a qualitative phenomenological research design was used. This
research design allowed for the exploration of the phenomenological question: What is
the experience of mental health providers regarding the engagement of the homeless in
clinical services. To gather data, the intent of this study was to recruit mental health
service providers for interviews. Chapter 4 is a report of the findings from the mental
health service provider participants’ engagement practices, experiences, and perceived
barriers.
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Chapter 4: Results
Introduction
The purpose of this phenomenological qualitative study was to gain more insight
into the engagement practices, experiences, and perceived barriers of mental health
service providers, in New York City, when encouraging homeless individuals to commit
to participating in clinical services. The study evaluated the way service providers engage
individuals who may need their services to determine whether the services were accepted.
According to Lee and Donaldson (2018) and Olivet et al. (2010), engagement within
social support services happens when service providers reach out to people to encourage
them to partake in the services provided. The successful engagement of homeless
individuals included ongoing engagement with the homeless person, kept appointments,
established goals, steps to meet these goals, and related factors perceived and reported by
the mental health provider (Lee & Donaldson, 2018; Olivet et al., 2010).
Despite several decades of research on the importance of engagement, homeless
individuals often fail to commit to the services to help them end their homelessness
(Hwang & Burns, 2014; National Alliance to End Homelessness, 2015; Norman & Pauly,
2013; Norman et al., 2015). At the time of this study, researchers had conducted limited
research on how mental health providers engage homeless individuals to participate in the
clinical services they provided (Dixon et al., 2016). This study allowed the 12
participants to share their engagement experiences as licensed mental health service
providers. Participants focused on global environmental factors, such as the lack of stable
housing, physical and mental health problems, violent situations, and substance abuse
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treatment needs have shown those factors as contributors to a lack of engagement and the
need for improved engagement of the homeless (Corrigall-Brown et al., 2009; Fazel et
al., 2014; Meanwell, 2012).
Phenomenology was selected as the research design for this study because it
focused on discovering the essence and describing the meaning of the individuals’ lived
experiences, based on ideas and recommendations from Creswell (2007); Creswell and
Poth (2017); Husserl (1931, 2012); Moustakas (1994); van Manen (2007, 2016). The
application of the phenomenological design allowed the participants’ rich, in depth,
firsthand descriptions of their engagement practices, experiences, and perceived barriers
to being integrated into shared themes. This chapter includes the impact of the pilot
study, data collection process, detail of how the data were generated, recorded, coded and
securely stored, including discrepant cases. The methods that were implemented to verify
trustworthiness is described. The data collection procedures adhered to the ethical and
confidential measures outline in chapter 3. The chapter concludes with a summary and
transition into the next chapter.
Research Questions
The overarching research questions are:
1. What engagement practices do mental health service providers, in New York
City, identify as successful when engaging mentally ill homeless individuals
about provided clinical services?
2. How do mental health service providers, in New York City, explain their
experience of engagement with mentally ill homeless individuals?
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3. What barriers do mental health service providers, in New York City, face
when engaging mentally ill homeless individuals about committing to
provided clinical services?
Procedures for Pilot Study
A pilot study was conducted to test the sufficiency of the data collection
instrument and the interview protocol. To evaluate the interview protocol, two mental
health service providers were recruited via email. The pilot study’s findings did not
indicate any problematic issues concerning the interview protocol. As a result, the
original interview protocol was utilized in the main research study. Additionally, no
changes were made in the instrumentation or data analysis strategies. IRB approval
number 02-15-19-0195152, expiration date of February 14, 2020.
Setting
The setting described the environment of the study, including any conditions that
may have influenced the study participants or their experiences. None of the twelve study
participants shared information with the researcher that they had been influenced by
recent personal conditions in existence at the time their interview data was collected.
Demographics
For this research study, twelve mental health service providers were invited to
participate and provide their individual perspectives and experiences. The sample size
was limited to 12 participants to minimize the complexities of the research and allow
more in depth view of the research findings. The participants who partook in the study
were mental health practitioners who were actively practicing in the state of New York.
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The number of years the participants had practiced varied as well as the gender of the
participants.
To participate in this study, the research participants were required to meet certain
requirements. In order to participate in the study, the research participants needed to be
masters level mental health service providers who reported having worked in a homeless
shelter within the previous 12 months, 18 years of age or older, and had experiences
engaging the homeless. Anyone who did not meet the inclusion criterion indicated by the
IRB application and informed consent provided were omitted from the study.
Data Collection
The research interviews ranged from 15-23 minutes. The data collection process
commenced by searching for homeless shelters in Google, on the NYC Housing and
Preservation Department (HPD) site, the Department of Homeless Services (DHS) site,
and the Department of Health and Mental Hygiene (DOHMH) site for homeless shelters
in NYC; after receiving IRB approval (approval number 02-15-19-0195152, expiration
date of February 14, 2020) via email. Once potential participants were located, the shelter
director or another staff member were contacted at the selected local homeless shelters,
by phone. The shelter directors’ contact information (i.e., email addresses and phone
numbers) were obtained from the staff member who answered the phone. Next, the
shelter director was called to explain the details of the study and to request verbal
approval to conduct the study at the respective shelter. After gaining approval from a
shelter director to conduct the study at the site, the letter of cooperation and the flyer
were emailed to the shelter director. After receiving the email, the director printed the
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letter of cooperation and the flyer. The shelter director reviewed the letter of cooperation
to make sure it stated the agreement with the researcher, and then he shared information
about the study by placing the flyers on a designated bulletin board in his staffs’ common
areas in the homeless shelter. When the emails from the potential service provider
participants were received, the potential participants’ emails were responded to with the
initial contact message and the informed consent form. Over 50 initial contact messages
and informed consent forms were transmitted to potential participants.
Additionally, the shelter director was asked if an announcement about the study,
at an all staff meeting could be made to ensure sample size requirements were met. From
the sent initial contact messages and those who attended the staff meeting, 30 mental
health service providers responded with interest in participating in the study. However,
only 12 of the 30 met the set criteria to participate in the study.
There were a few challenges presented during the recruiting process by the
participants. First, getting the participants to follow the protocol to participate in the
study proved to be difficult. Many of the participants expressed being uncomfortable
about having to create a new email address to participate in the study. Some were
confused about how to create accounts using pseudonyms because Gmail still was
requesting first and last names, date of birth, and phone numbers to set up an account.
There were other instances where some mental health providers responded to the request
for participants with what appeared to be genuine interest yet failed to follow through
with the established protocol. The 12 participants, who accepted their prescribed
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pseudonyms and created new Gmail accounts as part of the protocol, emailed the
researcher, and the interview process began.
The participants scheduled individual face-to-face voice-only recorded interviews
by email. The first email sent to the participants included the informed consent form and
the research criteria form. Email was also used to discuss the types of face-to-face
telecommunication the participants used to determine if the devices were compatible
before scheduling the interview appointments. The 12 participants had compatible
devices and the face-to-face; telecommunication interviews were conducted using
FaceTime, after receiving electronically signed informed consent and research criteria
form from individual participants. Each interview was voice only recorded using Quick
Time Player on a MacBook Air. The recorded interviews were played and listened to in
the presence of the interviewees for sound quality before storing the recorded interviews
on a password protected external hard drive.
The 12 participants who agreed to participate in this study, sufficiently
represented the mental health service provider population in NYC, based on views of
saturation from Creswell and Glaser and Strauss (as cited in Creswell, 2007). Saturation
was met when the data from the participants’ interviews were no longer providing any
further new information. With the present information the nature of the phenomenon was
grasped because the participants shared many of the same experiences. The duration of
the interviews varied by the participant; durations are listed in Table 1.
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Table 1:
Duration of Study Participant Interviews
Study participants

Length of interview (minutes)

Participant 0002

23

Participant 0003

16

Participant 0004

20

Participant 0005

15

Participant 0007

17

Participant 0008

15

Participant 0009

18

Participant 0010

17

Participant 0011

19

Participant 0012

15

Participant 0013

17

Participant 0014

15

Participants’ interview data were recorded by voice only interviews using Quick
Time Player on a MacBook Air. After the completion of each interview, the voice only
recorded interviews were transcribed word-for-word to include nonlexical conversational
sounds such as ums, ahs, and laughs to create an accurate presentation of the content.
After the interviews were transcribed, the transcripts were emailed to the participants for

81
member checking. The participants viewed their transcripts for accuracy, and one
participant requested a follow up interview to clarify discrepancies with her response to
the written interview transcripts regarding the successful engagement of the homeless.
Data for this study were analyzed based on a modification of van Kaam’s method of
analysis, developed by Moustakas (1994). This method included several steps, outlined in
Chapter 3 of this dissertation, which begins with listing relevant expressions into
categories and themes, and then constructing textural and structural descriptions of the
meaning and essence of the participants.
Unusual circumstances encountered during data collection included poor sound
quality during the FaceTime interview with Participant 0004; noise from people talking
outside private rooms dedicated for counseling at the NYC public library during
interviews with 0007, and 0008.
Data Analysis
The process of data analysis in qualitative research involves trying to discover and
understand the phenomenon or process being studied by using the data gathered to
describe the phenomenon or process. The problem this research addressed was the
limited research regarding the engagement practices and experiences of mental
health service providers in New York City, when encouraging homeless
individuals to commit to clinical services, and especially where perceived barriers
to engagement were concerned. The participants for this study were licensed,
masters level mental health service providers who reported having worked in a
homeless shelter within the previous 12 months, were 18 years of age or older,
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and had experiences engaging the homeless. The purpose of this study was to gain
more insight into the engagement practices, experiences, and perceived barriers of
mental health service providers, in New York City, when encouraging homeless
individuals to commit to participating in clinical services. These mental health
service providers discussed engagement practices they identified as successful
when engaging mentally ill homeless individuals about provided clinical services.
These mental health service providers also discussed the barriers they faced when
engaging mentally ill homeless individuals about committing to provided clinical
services.
The Lived Experiences of Twelve Mental Health Service Providers
The 12 participants shared some common experiences. Due to the confidential
nature of this study and the participant’s safety and wellbeing, other demographic and
identifying questions were not included, for reasons of anonymity and confidentiality.
Each participant was prescribed a pseudonym which maintained confidentiality. The
interview questions were designed to focus on engagement practices, experiences, and
perceived barriers of mental health service providers with the homeless individuals
served in New York City. Probing questions were not introduced during the interviews to
allow each participant to reflect on the individual interview questions independently. To
allow the participants to answer the questions without assistance. The researcher believed
that if she had probed, it might have biased the participant’s answers in the process of
trying to gain a suitable answer based on the researcher’s personal experiences. An
overview was provided of the discussions with the participants about their engagement
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practices, experiences, and perceived barriers with the homeless individuals in the
following sections.
Following a modification of van Kaam’s method of analysis for
phenomenological data, developed by Moustakas (1994), the interview data was
analyzed. The first step involved listing and grouping all expressions relevant to the
engagement practices, experiences, and perceived barriers of mental health service
providers with the homeless individuals served in New York City. In Step 2, irrelevant
expressions were reduced and eliminated. Step 3, involved grouping and presenting the
categories into themes. In Step 4, the themes were identified and validated. Step 5,
involved constructing an individual textural and structural description of each
participant’s experiences. Finally, Step 6 involved developing a composite description of
the meaning and essence of the experience, representing the participants as a whole.
These steps demonstrated how the data were coded, categories were developed, and
themes identified that emerged from the interview data.
Based on the interview responses from the 12 mental health service providers,
there were no discrepant cases. However, there were two participants, 0001 and 0006,
who did not want to continue after hearing the explanation of the study. All the
information obtained were consistent with all the participating participants.
Step 1: Listing and Grouping
To code the data, the interviewer transcripts were imported into the NVivo
program (QSR International [QSR], 2013). Personal experiences were bracketed away
from the experiences of the participants. Notes taken during the interviews were
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separated from the interview transcripts. The interview transcripts were imported into the
NVivo program, read again, and more notes were taken as relevant expressions were
identified relating to the engagement practices of mental health service providers with the
homeless individuals. With the NVivo program, a word frequency count was performed
using the 20 most frequent expressions. Immediately 12 of those expressions (Table 2)
were eliminated, and the remaining eight expressions were grouped into categories, in
relations to their relevance to the participants’ engagement practices with the homeless
individuals. The interview responses for each question were repetitive. The transcribed
interview transcripts categories were easily drawn from the interview responses. The
repetitive expressions gathered by coding the interviews assisted in creating nodes, which
were collections of references about specific themes. These nodes were easily taken from
the interview responses and imported into the NVivo program.
Table 2:
List of 20 Most Frequent Expressions
Resources

Stigma

Communication

Empathy

Transparency

Building Rapport

Compassion

Case Management

Housing

Trust

Mental Health Services

Accessibility

Medical Services Substance Abuse Services
Engagement

Food Pantries

Funding

Accountability

Incentives
Resistance to change
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Step 2: Reducing and Elimination
The categories quickly emerged from the eight interview questions. The repetitive
expressions (resources, factors and engagement, engagement practices, service
improvement, work experience, engagement to commit to services, barriers to
commitment, overcome barriers to commitment) assisted in creating categories because
the interview responses from the 12 mental health service providers were similar (See
Table 3).

Table 3:
List of Eight Expressions

Resources
Factor in Engagement
Engagement to Commit to Services
Engagement Practices
Service Improvement
Work Experience
Barriers to Commitment
Overcome Barriers to Commitment
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Step 3: Grouping and Developing Themes
From these categories, three relevant themes emerged about building rapport,
medical and mental health, and resistance to change of the 12 mental health service
provider participants. The first theme was building rapport, which all the participants
reported as important to engaging homeless individuals (Table 4). The second theme
included information on how the participants’ view of medical and mental health services
translated to engaging the homeless (Table 5). The third theme included information
about how the participants’ view of resistance to change translated to engaging homeless
individuals (Table 6). These themes described in greater detail in Steps 5 and 6.
Table 4:
Building Rapport
Categories
Superordinate Theme 1:

Number of participants who responded
9

Building rapport
Sub-Theme 1:

8

Motivation
Sub-Theme 2:

6

Trust
Sub-Theme 3:

6

Incentives
Sub-Theme 4:
Empathy

7
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Table 5:
Medical and Mental Health Services
Categories

Number of participants who responded

Superordinate Theme 2:

9

Sub-Theme 1:

6

Medical Services

Sub-Theme 2:

9

Mental Health Services

Table 6:
Resistance to Change
Categories
Superordinate Theme 3:

Number of participants who responded
9

Resistance to change
Sub-Theme 1:

5

Meet the client where they are at
Sub-Theme 2:
Willingness to change

4
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Step 4: Validating the Themes
The three themes were validated by checking each theme against the transcribed
interview responses of each participant. When checking for themes, the researcher looked
for common expressions from the participants and expressions not clearly stated. General
expressions were found to be similar and in context and relevant to the participants’
experiences. The themes that were not relevant or compatible with the participants’
engagement practices with homeless individuals were omitted. The three themes that
emerged were relevant to the participants’ engagement practices, experiences, and
perceived barriers with homeless individuals. (See Table 7).
Table 7:
Superordinate Themes
Categories
Superordinate

Themes
Building rapport

Theme 1

Superordinate

Medical and mental health

Theme 2

Superordinate
Theme 3

Resistance to change
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Step 5: Individual Textural Descriptions
In this step, the individual descriptions of the participants’ experiences were
written. Creswell (2007) describes textural descriptions as written descriptions of what
the participants experienced while structural descriptions as written descriptions of the
context or setting that influenced how the participants experienced the phenomena.
Step 6: Composite Description
The composite description represented all the participants and was
constructed from the participants’ individual textural and structural descriptions. This
step described the meaning and essence of the participants’ responses to their experiences
as a group.
Evidence of Trustworthiness
The researcher kept an open mind while learning about engagement practices,
experiences, and the perceived barriers of the participants. A point was made to simply
listen to the participants’ responses and asked them to clarify confusing or hard to
understand statements, based on sound quality or rough word and sentence structure.
Epoche was used to separate personal experiences, knowledge, and expectations from the
participants’ responses by transcribing their comments as expressed in the interviews.
Additionally, bracketing experiences and practices assisted in limiting personal bias
about any of the responses from the participants. Member checking was used by emailing
each participant a copy of his or her word-for-word interview transcript. Member
checking also allowed the participants to review their interview transcripts for accuracy.
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Credibility
Any biases were managed by returning all findings to participants for verification
and trustworthiness, accuracy, and credibility. The verification of accuracy helped ensure
that these study findings represent the perspective of the participant, rather than the views
of the researcher because it was the views of the participants that lend credibility to these
study findings (Trochim, 2008).
Transferability
Transferability regards the degree that results of qualitative research could be
generalized to other contexts or settings (Lincoln & Guba, 1985; Trochim, 2008).
Appropriate strategies to establish transferability included the use of thick descriptions of
findings from participant's lived experiences. The thick descriptions allowed for the
transferability of information to other like individuals. Data findings and conclusions
revealed how any information could be transferred to other like individuals or situations
(Lincoln & Guba, 1985; Trochim, 2008).
Dependability
Dependability refers to the need to account for the changing context where the
research takes place and impacted findings (Lincoln & Guba, 1985; Trochim, 2008).
The dependability of findings was ensured by using a strictly phenomenological approach
and methods presented by van Manen (1997, 2016). Established phenomenological
procedures for participation, data collection, and analysis were used, and findings were
validated with participant feedback to establish dependability (Lincoln & Guba, 1985;
Trochim, 2008). In addition, to build rapport and trust during the interview process by
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using interviewing techniques, such as engaging in the interview process instead of just
reading the interview questions to the participant (Lincoln & Guba, 1985; Trochim,
2008); allowed the freedom to build rapport with the participant (Lincoln & Guba, 1985;
Trochim, 2008).
Confirmability
Confirmability refers to how well results were confirmed by others (Lincoln &
Guba, 1985; Trochim, 2008). Appropriate strategies to establish dependability and
confirmability included reflectivity, which was the systematic attendance to the
knowledge construction process to include issues of researcher bias and effects. All
findings and conclusions were returned to participants for their review, which helped
ensure the reliability and validity of data and findings (Kelly et al., 2014; Patton, 2002,
2015; Solomon, 2007).
Results
Three themes emerged from the 12 participants’ responses to the eight interview
questions about their engagement practices, experiences, and perceived barriers when
encouraging homeless individuals to commit to participating in clinical services. Face-toface interviews were conducted with 12 mental health service providers from New York
City. FaceTime was used to interview participants 0002, 0003, 0004, 0005, 0007, 0011,
0012, 0013, and 0014, and the New York Public Library was used to interview
participants 0008, 0009, and 0010. The themes that emerged from the face-to-face
interview responses were building rapport, medical and mental health services, and
resistance to change (meeting the client where they are at). The theme building rapport
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emerged in all interview question responses. The theme of medical and mental health
services emerged from at least eight of the participants’ responses to the interview
questions. The theme resistance to change, also referred to as, meeting the client where
they are at emerged from at least two of the participants’ responses to the interview
questions.
Themes
The first research question was: What engagement practices do mental health
service providers, in New York City, identify as successful when engaging mentally ill
homeless individuals about provided clinical services? The 12 participants, in this study,
all experienced building rapport as an engagement practice to encourage homeless
individuals to commit to participating in clinical services. These engagement practices
and experiences were evident and based on the common theme from the interviewees’
responses.
•

Participant 0002 believed that building rapport starts in the workplace when
building working relationships.

•

Participant 0002 shared that clients who were resistant to change and do not trust
others have their guard up.

•

Participant 0003 recalled “being transparent and genuine were the best ways to
gain trust and build rapport with homeless individuals”

•

Participant 0003 stated that “good collaborative relationships were built on
consistency and transparency”
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•

Participant 0004 believed that by going out in the field and performing outreach
with clients helped to build rapport

•

Participant 0005 recalled that a pleasant, warm, and approachable demeanor was
more beneficial than an authoritative approach

•

Participant 00005 also stressed that “meeting the client where they are at.” was an
effective way of building rapport.

•

Participant 0007 thought that building rapport includes encouraging an open and
honest relationship, so the clients can make informed decisions. Being patient and
having a positive attitude, regardless of what the client was presently
experiencing.

•

Participant 0008 built rapport by confronting resistance to make changes to help
the client with weighing the pros and cons of their decisions

•

Participant 0009 explained that building rapport through psychoeducation,
transparency, and incentives were helpful.

•

Participant 0010 believed that rapport was built on three principles “Respect,
Trust, and Empathy” that helped a client to trust you.

•

Participant 0011 built trust by being empathetic and placing himself in the clients’
shoes to see how they are feeling and not judging them.

•

Participant 0012 believed helping to ensure clients were managing their mental
health.

•

Participant 0013 noted that making clients feel accepted, not judged, and
informed of services
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•

Participant 0014 insisted that staff with welcoming demeanors encourage
engagement.

•

Participant 0014 also thought that clients need to learn how to trust staff
The second research question was: How do mental health service providers, in

New York City, explain their experience of engagement with mentally ill homeless
individuals? Mental health service providers had experiences with medical and mental
health services and felt they were important when encouraging homeless individuals to
commit to participating in clinical services. Medical and mental health services worked
well together and developed into one theme.
•

Participant 0003 thought that medical services were needed for the successful
engagement of homeless individuals.

•

Participant 0007 believed that more mental health services, programs that offer
rent assistance, and mobile crisis teams that provided services in the community
would be a helpful resource for successful engagement.

•

Participant 0009 believed that resource guides that included information that
explained where homeless individuals could seek medical attention, if necessary,
could encourage engagement in services

•

Participant 0010 stated, “mobile healthcare providers that can come to places to
provide services.

•

Participant 0011 stated, “We need more mental health and medical clinics around
the area to bring our clients to.”
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•

Participant 0012 believed that providing outreach and accompanying the
homeless individual to mental health appointments was important to help the
individuals navigate mental health and substance abuse services, apply for health
insurance, and obtain a list of food pantries.

•

Participant 0013 further stated, “Ok, I think the resources that are needed to
engage the homeless would be maybe offering them maybe medical services,
perhaps access to pantries, the location of food pantries, um psych, psychiatric
services.”

•

Participant 0014 believed that successful engagement was contingent on
psychiatric involvement, medical care, and outreach attempts.
The third research question was: What barriers do mental health service providers,

in New York City, face when engaging mentally ill homeless individuals about
committing to provided clinical services? Resistance to change was a perceived barrier
that mental health service providers had identified as important when encouraging
homeless individuals to commit to participating in clinical services.
•

Participant 0002 stated, “Some of the barriers we experience actually is
sometimes the homeless person doesn’t have family, they are not connected with
their family, or they are estranged from their family.”

•

Participant 0003 stated, “Motivational interviewing and being transparent are the
best ways to go.
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•

Participant 0005 used motivation interviewing skills to roll with resistance and
meet the client where they are at, “because it showed empathy and showed that
you are not trying to reprimand or make them feel awful or judged.”

•

Participant 0002 stated that building the working relationship with homeless
individuals had been a barrier because some people were very resistant to change,
some were stuck in their way of doing things, and they’re not trusting of outside
people.

•

Participant 0004 believed that “transportation funding is needed because the
homeless person does not have funding to actually get to the office which is why
the staff go to them in some cases such as home visits because the funding
limitation which makes it a little harder for the staff to communicate with the
homeless person.”

•

Participant 0005 mentioned that some of the barriers included undocumented
individuals, and they don’t want to get found out by the government, which
causes anxiety and fear.

•

Participant 0007 suggested, “to be open and honest”

•

Participant 0008 reported that “participants unwilling to change their behavior
sticking with familiarity as opposed to trying things a different way is
challenging.”

•

Participant 0009 stated, “Some homeless persons are just resistant like they don’t
want to do it, if there is no incentive for them, they just don’t want to do it.”
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•

Participant 0010 reported, “My age, being younger than most of the people here
causes a barrier because they associate age with wisdom.”

•

Participant 0012 stated,
“Homeless persons don’t like structure, they don’t like because they been
homeless for so long, they don’t like the fact that you know they have to clean
their room, they have to pay rent, they have to go to their medical appointments.”

•

Participant 0013 stated, “I think some of the clients are not ready. They do not
want to hear it. Maybe not ready mentally to engage in services.

•

” Participant 0014 reported,
“Because of their psychiatric history, a lot of them were not open to um to
anything. So, you might try to engage with them and based on their history of
people coming into their lives and leaving and them not trusting people, you
know, it takes a while to build a relationship with somebody that’s homeless,
because the first thing off the bat is they don’t like you, and they don’t trust you.
You have to try to do whatever you can to get them to believe whatever you are
saying is the truth.”
Discrepant Cases and Nonconforming Data
Based on the interview responses from the 12 mental health service providers,

there were no discrepant cases. However, there were two participants, 0001 and 0006,
who did not want to continue after hearing the explanation of the study. All the
information obtained were consistent with all the participating participants.
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Summary
Chapter 4 included the findings from the 12 mental health service providers’
responses to the interview questions regarding their engagement practices, experiences,
and perceived barriers. Face-to-face interviews were conducted using FaceTime, while
voice only recording the interviews and saving them to a password protected external
hard drive. Three key themes emerged from the participants’ transcribed interview
responses, which were: building rapport, medical and mental health services, and
resistance to change. Chapter 5 includes an overview of the study, an interpretation of the
findings, implications for social change, recommendations, and a reflection of the
researcher’s experience with this study before concluding with a summary.
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Chapter 5: Discussion, Conclusions, and Recommendations
Introduction
The engagement practices and experiences of mental health service providers
have not been well documented. Moreover, most of the responses given by participants in
the study agreed with Mills et al. (2015) that there is a lack of research that investigates
the engagement process of the homeless from the providers’ perspectives. The nature of
this qualitative study was phenomenological. The purpose of this study was to gain more
understanding and insight into the engagement practices, experiences, and perceived
barriers of mental health service providers, in New York City, when encouraging
homeless individuals to commit to participating in clinical services. This qualitative
phenomenological research design allowed for the understanding of the experiences of
mental health service providers as they engaged the homeless to provide services. Open
ended questions were used to elicit mental health service provider’s responses in their
own words about how they encouraged homeless individuals to participate in clinical
services. Themes emerged during the data analysis process, and participants provided
clarifications as well as elaborations. Patterns revealed themes that led to an explanation
of how mental health service providers experienced engagement. This chapter includes
the key findings, interpretation of findings, recommendations, and implications. This
chapter will conclude with a summary.
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Key Findings
In this section, key findings and themes are described. The research questions for
the study and their findings were as follows:
Research Question 1 asked what engagement practices mental health service
providers, in New York City, identified as successful when engaging mentally ill
homeless individuals about provided clinical services. Based on the results, the theme
emerged that building rapport applies to the research question since building rapport is
essential engagement practice used to form a connection with the homeless individual.
Mental health providers who develop rapport and work with homeless individual would
report greater engagement (Kearsley & Shneiderman, 1999). The subjects of this study
motivated the homeless individual by developing trust and a working relationship to build
rapport.
Research Question 2 asked how mental health service providers, in New York
City, explained their experience of engagement with mentally ill homeless individuals.
Based on the results, the theme emerged that medical and mental health services fit the
research question since mental health service providers have credited medical and mental
health services as contributing to successful engagement. Successful engagement of
homeless persons included ongoing engagement with the homeless person, kept
appointments, established goals, steps to meet these goals, and related factors perceived
and reported by the mental health provider (Lee & Donaldson, 2018; Olivet et al., 2010).
The subjects of this study believed that successful engagement was contingent on
engaging the homeless individual in medical and mental health services.
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Research Question 3 asked what barriers mental health service providers, in New
York City, face when engaging mentally ill homeless individuals about committing to
provided clinical services. Based on the results, the theme emerged that resistance to
change applies to the research question since barriers affect engagement outcomes for the
homeless. Padgett et al. (2008) and Pahwa et al. (2019) posited that engagement and
retention were the most significant barriers for mental health providers trying to help
homeless and mentally ill people. The subjects of this study believed that homeless
individuals faced barriers in the following areas: relationships, trust, finances, citizenship,
maladaptive behaviors, behavioral and substance abuse histories.
Interpretation of the Findings
Mental illness is the third greatest cause of homelessness for single adults in the
United States (National Alliance to End Homelessness, 2015). Being able to adequately
engage and encourage mentally ill homeless persons to commit to services was a problem
for many service providers. Participants in this study shared their expert experiences as a
significant voice for this phenomenological study. The 12 participants had common
views about their engagement practices, experiences, and perceived barriers in response
to the interview questions. The next section includes study results relative to prior
research.
Study Results Relative to Prior Research
In order to connect with clients while working at the homeless shelter, it is
imperative that the mental health service provider is able to connect with the homeless
individual in a way that would allow the individual to put their guard down and be more
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receptive to committing to services and building rapport. Kearsley and Shneiderman
(1999) predicted that mental health service providers, who could develop rapport
(collaboration) and worked with the homeless individual to establish concrete, outcome
based goals, would report greater engagement. The results of my study, namely, Theme
1: Building rapport indicated that the participant subjects discovered that building rapport
started in the workplace and allowed homeless individuals who were otherwise unwilling
to partake in services the opportunity to build relationships with the services provided.
Similarly, participant subjects learned the importance of communicating effectively,
being transparent, being consistent, and engaging clients by establishing a good
collaborative relationship. The results of my study confirm the importance of first
impressions, effective communication, making and keeping appointments to build
rapport.
Service providers took outreach and engagement programs to the streets to
increase engagement and participation of the homeless by using mobile clinic outreach
programs with medical and social services to make services more accessible to homeless
people (City of Chicago, 2015). Like the findings in the literature review, the results of
my study, namely Theme 2: Medical and mental health services indicated that medical
services were needed for the successful engagement of homeless individuals. The
subjects of my study viewed that providing outreach and accompanying the homeless
individuals to mental health appointments was important to help the individuals navigate
mental health, substance abuse services and social services systems. For this reason, the
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results of my study concur with the findings in the literature in terms of using medical
and social services to make services more accessible to homeless people.
Outreach programs link vulnerable populations and healthcare; and engage
homeless persons with social and housing services (Knopf-Amelung, 2014). The results
from Knopf-Amelung (2014) indicated that one of the least understood direct methods of
engaging homeless individuals was street outreach that meets people where they are at to
reconnect homeless individuals to resources in the community and provide the support
needed to survive and prosper (Knopf-Amelung, 2014). The results of my study concur
with the findings in the literature review. Theme 3: Resistance to change indicated that
mental health service providers face barriers when engaging mentally ill homeless
individuals about committing to provided clinical services. As a group, participants
highlighted the following barriers to engagement: estranged from family and friends, lack
of trust, financial constraints, citizenship status, unwillingness to change behavior, and
psychiatric and substance abuse histories. This theme highlighted the importance of
advocacy. Advocacy is an activity by an individual who influences decisions within
social systems and institutions (Alliance for Justice, 2016).Within the homeless
population, advocacy is an implied activity that is useful to overcome barriers. Based on
Kearsley and Shneiderman’s ET, mental health service providers who could develop
rapport (collaboration) and worked with the homeless individual to establish concrete,
outcome based goals could report greater engagement. This study’s findings highlighted
the role that advocacy played with mental health service providers. For the respondents in
this study, advocacy emerged as an underlying theme reflected in activities like ensuring
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that the homeless individuals are accompanied to their medical and mental health
appointments in the community, assisting them with processing information relayed at
appointments, and providing assistance in mediating challenging situations on their
behalf when necessary. The next section includes study results relative to conceptual
framework.
Study Results Relative to the Conceptual Framework
The conceptual framework used to guide this qualitative study comes from
Kearsley and Shneiderman’s (1999) ET. Kearsley and Shneiderman’s theory was
originally developed for learning environments. However, it had an application to the
clinical setting as well. According to Kearsley and Shneiderman, the major premise of ET
was that individuals must be involved with others in tasks that they believed were
worthwhile and meaningful to create engagement resulting in successful collaboration.
The reported experiences of study participants as told in their own words revealed themes
and patterns that resulted in explanation of how mental health service providers
encouraged homeless individuals to commit to participating in clinical services, where
perceived barriers to engagement were concerned. Participants revealed that resources
such as medical, psychiatric, substance abuse, and outreach services have contributed to
successful engagement. Several participants stated successful engagement was also
achieved by giving incentives, establishing relationships, building rapport, respect, trust,
and empathy. Participants narratives revealed that to encourage initial engagement,
mental health service providers should utilize motivational interviewing techniques.
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Mental health service providers believed that increased funding, peer supports,
and obtaining higher education improved services. Some work experiences of mental
health service providers for this study included direct care, peer specialist, and nurse.
Some engagement practices included offering motivational interviewing techniques, and
empathy to engage homeless individuals. Transparency and goal setting were identified
by participants as suggestions for overcoming or addressing barriers to engagement. The
concept of ET could help providers address the issues of engagement and the application
of ET methods. The services provided could allow the homeless to activate their levels of
motivation to make changes that yielded positive outcomes (Kearsley & Shneiderman,
1999; Kornhaber et al., 2016). The next section includes limitations of the study.
Limitations of the Study
Due to the nature of this study, there were some limitations highlighted in
Chapter 1 of this study. The first limitation of this study involved reliability and validity,
as it related to data subjectivity for phenomenological studies. To eliminate or control for
subjectivity or bias the participants were used as the experts for this study. Biases always
exist, but when the experts’ responses to the interview questions were transcribed wordfor-word, it was easier to eliminate personal bias. The second limitation of this study
related to the participants from homeless shelters in Bronx County, New York City. The
participants were experts about their lives and their experiences. The trust that comes
with any study or the trust placed in the participants allowed the researcher to accept the
participants’ statements as the truth. The participant’s statements about their engagement
practices, experiences, and perceived barriers provided the credibility needed for this
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study. Nevertheless, for transferability purposes for this study, future researchers would
have to decide if they could transfer any information to other like individuals or
situations. I addressed and resolved all of the noted limitations for this study.
Recommendations for Future Research
The purpose of this phenomenological qualitative study was to gain more insight
into the engagement practices and experiences of mental health service providers, in New
York City, when encouraging the homeless individuals to commit to participating in
clinical services, especially where perceived barriers to engagement were concerned.
Literature and prior studies related to engagement experiences of homeless individuals
have indicated there was a need for research that investigated the engagement process of
the homeless from the providers’ perspectives. Themes and patterns explored emerged
about three relevant themes to building rapport, medical and mental health, and resistance
to change; each theme revealed that engagement was a key factor in helping the
homeless.
Limitations described above relate to geographic location, reliability and validity.
With regard to participants, this study included mental health practitioners from homeless
shelters in Bronx County, New York City. Future research is needed on homeless
individuals themselves and their perspectives regarding barriers to engagement with
mental health service providers. Future research could also be expanded beyond mental
health service providers’ engagement experiences to specifically research engagement
experiences based on communication styles of the mental health service provider to
examine if gender influences engagement outcomes from the providers’ perspective.
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In addition to suggestions specific to participants and their experience of
engagement, future research on barriers to engagement could be expanded beyond
homeless individuals living in shelters to specific subgroups of homeless individuals,
such as homeless elderly, youth, or LGBT. Lastly, future research could also be
expanded beyond mental health service providers’ in homeless shelters to examine the
benefit of the mental health service providers’ engagement in other settings such as dropin centers, safe havens, transitional and permanent housing.
Implications
Policy and Practice
Additionally, there were several recommendations for action from this study’s
findings. These recommendations would provide researchers, policy-makers, mental
health service providers, and the homeless community to recognize that engagement
practices were needed for successful engagement outcomes. To support the engagement
of the mentally ill homeless, policymakers must gain more understanding and knowledge
that apply to mental health service providers experience, practices, and barriers so that
the policy makers could evaluate if the inclusion of engagement practices were effective.
The outcome of this study may foster a better understanding of the experiences of mental
health service providers to provide researchers, policy-makers, mental health service
providers, and the homeless community with more information about engaging the
homeless or how the participants encouraged homeless individuals to participate in
clinical services.
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Social Change
The significance of this study was to stimulate a needed positive social change by
gaining more insight and understanding of the phenomenon to possibly reduce care and
engagement barriers. This study was important because it could help researchers, policymakers, mental health service providers, and the homeless community with more
information about engaging the homeless or how the participants encouraged homeless
individuals to participate in clinical services.
Based on the findings from the interview responses, the participants believed that
building rapport would be important to engaging homeless individuals. The findings
showed how the participants view of medical and mental health services translated to
engaging the homeless. Lastly, the findings also showed how the participants view of
resistance to change translated to engaging homeless individuals.
Methodological, Theoretical, and Empirical Implications
The application of Kearsley and Shneiderman’s (1999) concept of ET
explored how mental health service providers explained how they experienced the
engagement of homeless individuals in clinical services to allow the narratives of mental
health service providers to be told in their voices. A theoretical explanation for the
phenomenon was gathered from the themes and patterns revealed via constant
comparison within each interview as well as between and among the participants. The
tentative theoretical explanation for how mental health service providers experienced the
engagement of homeless individuals in clinical services was based on the study
participants’ told experiences. As well as, on the researcher’s observations of each

109
participant’s interview and the emerging themes and patterns. This theory could be
further explored by collecting narratives from homeless individuals not represented in the
sample. In addition to a comprehensive study that examines why homeless individuals
struggle with engaging with mental health service providers from the homeless
individual’s perspective.
Conclusion
The study added new knowledge to the body of literature, related to how mental
health service providers encouraged homeless individuals to commit to participating in
clinical services where there are perceived barriers to engagement. The results of this
study revealed that mental health service providers engagement experiences included
building rapport, offering linkages to medical and mental health services, and addressing
resistance to change. Implications for practice and policy included that this study may
foster a better understanding of the experiences of mental health service providers as they
engage the homeless to provide services. Additionally, this study may stimulate a needed
positive social change by gaining more insight and understanding of the phenomenon to
possibly reduce care and engagement barriers.

110
References
Aldridge, R. W. (2015). Homelessness and quality adjusted life years: Slopes and cliffs in
health inequalities a Cross-sectional Survey, International Journal of
Epidemiology, 44(1), October 2015, Pages i80–i81. Retrieved from
https://doi.org/10.1093/ije/dyv097.295
Alliance for Justice. (2016). What is advocacy? Retrieved from https://mffh.org/wpcontent/uploads/2016/04/AFJ_what-is-advocacy.pdf
Ashworth, P. D. (2016). The lifeworld – enriching qualitative evidence. Qualitative
Research in Psychology, 13(1), 20-32. Retrieved from
https://doi.org/10.1080/14780887.2015.1076917
Baggett, T., Anderson, R., Freyder, P. J., Jarvie, J., Maryman, K., & Rigotti, N. A.
(2012). Addressing tobacco use in homeless populations: A survey of health care
professionals. Journal of Health Care for the Poor and Underserved, 23(4), 16501659. doi:10.1353/hpu.2012.0162
Bahr, H. M. (1973). Skid row: An introduction to disaffiliation. Oxford, England: Oxford
University Press
Baxter, A. J., Tweed, E. J., Katikireddi, S. V., & Thomson, H. (2019). Effects of Housing
First approaches on health and well-being of adults who are homeless or at risk of
homelessness: systematic review and meta-analysis of randomised controlled
trials. Journal Epidemiol Community Health, 73(5), 379-387.
Bernard, H. R. (1988). Research methods in cultural anthropology. Newbury Park, CA:
Sage Publications.

111
Birgenheir, D. G., Lai, Z., & Kilbourne, A. M. (2013). Datapoints: Trends in mortality
among homeless VA patients with severe mental illness. Psychiatric Services,
64(7), 608. doi:10.1176/appi.ps.201300026
Blasi, G. L. (1990). Social policy and social science research on homelessness. Journal of
Social Issues, 46(4), 207-219. Retrieved from http://dx.doi.org/10.1111/j.15404560.1990.tb01807.x
Bright, F. A., Kayes, N. M., Worrall, L., & McPherson, K. M. (2015). A conceptual
review of engagement in healthcare and rehabilitation. Disability and
rehabilitation, 37(8), 643-654. Retrieved from
https://doi.org/10.3109/09638288.2014.933899
Buchanan, K. E., & Bardi, A. (2010). Acts of kindness and acts of novelty affect life
satisfaction. Journal of Social Psychology, 150(3), 235-237. Retrieved from
http://dx.doi.org/10.1080/00224540903365554
Bussewitz, C. (2016, June 8). Homeless shelters struggle with loss of federal funding.
Retrieved from https://www.businessinsider.com/ap-homeless-shelters-strugglewith-loss-of-federal-funding-2016-6
Cabraal, A. (2012). Why use NVivo for your literature review? Retrieved from
http://anujacabraal.wordpress.com/2012/08/01/why-use-nvivo-for-your-literaturereview/
Canavan, R., Barry, M. M., Matanov, A., Barros, H., Gabor, E., Greacen, T., . . . , Priebe,
S. (2012). Service provision and barriers to care for homeless people with mental

112
health problems across 14 European capital cities. BMC Health Services
Research, 12(1). doi:10.1186/1472-6963-12-222
Chen, F. (2014). Developing community support for homeless people with mental illness
in transition. Community Mental Health Journal, 50(5), 520-530. Retrieved from
http://dx.doi.org/10.1007/s10597-013-9641-3
City of Chicago. (2015). Homeless outreach and engagement. Retrieved from
http://www.cityofchicago.org/city/en/depts/fss/supp_info/homeless_outreachande
ngagement.html
Clarke, E. (2017). NYC’s population hits new high, more than 8.5 million, with the
Bronx leading the way. Retrieved from
http://www.ny1.com/nyc/bronx/news/2017/03/23/bronx-the-fastest-growingborough--census-shows.html
Coalition for the Homeless. (2017). Basic facts about homelessness: New York City.
Retrieved form http://www.coalitionforthehomeless.org/basic-facts-abouthomelessness-new-york-city/
Coalition for the Homeless. (2018). State of the Homeless 2018. Retrieved from
https://www.coalitionforthehomeless.org/state-of-the-homeless-2018/
Corrigall-Brown, C., Snow, D. A., Smith, K., & Quist, T. (2009). Explaining the puzzle
of homeless mobilization: An examination of differential participation.
Sociological Perspectives, 52(3), 309-335. Retrieved from
http://dx.doi.org/10.1525/sop.2009.52.3.309

113
Cox, J. (2013). Homeless statistics in the United States on the rise. Retrieved from
http://www.povertyliving.com/2013/03/homeless-statistics-in-the-united-states/
Creswell, J. (2007). Qualitative inquiry and research design: Choosing among five
approaches (2nd ed.). Thousand Oaks, CA: Sage Publications.
Creswell, J. W. (2009). Research design: Qualitative and quantitative approaches (3rd
ed.). London: Sage Publications.
Creswell, J. W., & Creswell, J. D. (2017). Research design: Qualitative, quantitative, and
mixed methods approaches. Sage publications.
Creswell, J. W., & Poth, C. N. (2017). Qualitative inquiry and research design: Choosing
among five approaches. Sage publications.
Crouch, M., & McKenzie, H. (2006). The logic of small samples in interview-based
qualitative research. Social Science Information, 45(4), 483. Retrieved from
http://dx.doi.org/10.1177/0539018406069584
Cubbins, L. A., & Buchanan, T. (2009). Racial/Ethnic disparities in health: The role of
lifestyle, education, income, and wealth. Sociological Focus, 42(2), 172-191.
Retrieved from http://dx.doi.org/10.1080/00380237.2009.10571349
Curtis, M. A., Corman, H., Noonan, K., & Reichman, N. E. (2014). Maternal depression
as a risk factor for family homelessness. American Journal of Public Health,
104(9), 1664-70. Retrieved from http://dx.doi.org/10.2105/AJPH.2014.301941
Denzin, N. K., & Lincoln, Y. (2003). The landscape of qualitative research:
Theories and issues. (Eds.). London, England: Sage Publications.

114
Dixon, L. B., Holoshitz, Y., & Nossel, I. (2016). Treatment engagement of individuals
experiencing mental illness: review and update. World Psychiatry, 15(1), 13–20.
Retrieved from http://dx.doi.org/10.1002/wps.20306
Durkin, E. (2017, July 5). Number of homeless people in city up by 30% in just one year.
Daily News. Retrieved from http://www.nydailynews.com/new-york/numberhomeless-people-city-39-year-article-1.3303194
Easter, A., Pollock, M., Pope, L., Wisdom, J., Smith, T., Pope, L. G., . . . , Smith, T. E.
(2016). Perspectives of Treatment Providers and Clients with Serious Mental
Illness Regarding Effective Therapeutic Relationships. Journal of Behavioral
Health Services & Research, 43(3), 341–353. https://dx.doi.org. /10.1007/s11414015-9492-5
Elliott, A. (2017). Invisible child: Girl in the shadows: Dasani’s homeless. The New York
Times. Retrieved from http://www.kolumnmagazine.com/2017/06/26/invisiblechild-new-york-times/
Ellison, M. L., Schutt, R. K., Glickman, M. E., Schultz, M. R., Chinman, M., Jensen, K., .
. . , Eisen, S. (2016). Patterns and predictors of engagement in peer support among
homeless veterans with mental health conditions and substance use
histories. Psychiatric Rehabilitation Journal, 39(3), 266. Retrieved from
http://dx.doi.org/10.1037/prj0000221
Fazel, S., Geddes, J. R., & Kushel, M. (2014). The health of homeless people in highincome countries: Descriptive epidemiology, health consequences, and clinical

115
and policy recommendations. Lancet, 384(9953), 1529-1540. Retrieved from
http://dx.doi.org/10.1016/S0140-6736(14)61132-6
Frankfort-Nachmias, C., & Nachmias, D. (2008). Research methods in the social sciences
(7th ed.). New York, NY: Worth Publishers.
Georgiades, S. (2015). The dire straits of homelessness: Dramatic echoes and creative
propositions from the field. Journal of Human Behavior in the Social
Environment, 25(6), 630-642. Retrieved from
http://dx.doi.org/10.1080/10911359.2015.1011254
Golafshani, N. (2003). Understanding reliability and validity in qualitative research.
Qualitative Report, 8(4), 597-606. Retrieved from
http://www.nova.edu/ssss/QR/QR8-4/golafshani.pdf
Great Schools Partnership (2016). Student engagement. Retrieved from
http://edglossary.org/student-engagement/
Groenewald, T. (2004). A phenomenological research design illustrated. International
Journal of Qualitative Methods, 3(1), 42-55. Retrieved from
http://www.ualberta.ca/~iiqm/backissues/3_1/pdf/groenewald.pdf
Hagen, J. L. (1987). Gender and homelessness. Social Work, 32(4), 312-316. Retrieved
from http://dx.doi.org/10.1093/sw/32.4.312
Hardin, J., & Wille, D. E. (2017). The homeless individua’s viewpoint: Causes of
homelessness and resources needed to leave the sheltered environment. Social
Work & Social Sciences Review, 19(2), 33. Retrieved from https://searchebscohost-

116
com.ezp.waldenulibrary.org/login.aspx?direct=true&db=edb&AN=126500977&s
ite=eds-live&scope=site
Hartzler, B., & Garrett, S. (2016). Interest and preferences for contingency management
design among addiction treatment clientele. American Journal of Drug and
Alcohol Abuse, 42(3), 287–295. Retrieved from https://doiorg.ezp.waldenulibrary.org/10.3109/00952990.2015.1096365
Hauff, A. J., & Secor-Turner, M. (2014). Homeless health needs: shelter and health
service provider perspective. Journal of Community Health Nursing, 31(2), 103117. doi: 10.1080/07370016.2014.901072.
Health Science Institute. (2017). Health coaching case study: Application of motivational
interviewing (MI) health coaching with children & families. Retrieved from
https://healthsciences.org/Health-Coaching-Case-Study-Applications-ofMotivational-Interviewing-Health-Coaching-with-Children-Families
Henwood, B. F., Cabassa, L. J., Craig, C., & Padgett, D. (2013). Permanent supportive
housing: Addressing homelessness and health disparities? American Journal of
Public Health, 103(2), S188-S192. Retrieved from
http://dx.doi.org/10.2105/AJPH.2013.301490
Homes and Communities Agency. (2015). What is community engagement? Retrieved
from http://www.equality-ne.co.uk/downloads/856_toolkit-communityengagement.pdf
Husserl, E. (1931). Ideas: General introduction to pure phenomenology (D. Carr, Trans.).
Routledge

117
Husserl, E. (2012). Ideas: General introduction to pure phenomenology. New York, NY:
Routledge Classics. (Original work published 1931)
Hwang, S. W., & Burns, T. (2014). Health interventions for people who are homeless.
Lancet, 384(9953), 1541-7. Retrieved from http://dx.doi.org/10.1016/S01406736(14)61133-8
Isaacson, C., & Riley, P. (2009). Engagement theory: Laying the foundation for
technology-based learning environments. Retrieved from
https://sites.google.com/a/u.boisestate.edu/theory_fall2009/final-synthesispapers/engagement-theory-laying-the-foundation-for-technology-based-learningenvironments
Ivey, A. E., Ivey, M. B., & Zalaquett, C. P. (2010). Intentional interviewing &
counseling: Facilitating client development in a multicultural society. Belmont,
CA: Cengage Learning.
Ivey, A. E., Ivey, M. B., & Zalaquett, C. P. (2013). Intentional interviewing and
counseling: Facilitating client development in a multicultural society. Nelson
Education.
Ivey, A. E., Ivey, M. B., & Zalaquett, C. P. (2015). Essentials of intentional interviewing:
Counseling in a multicultural society. Cengage Learning.
Kearsley, G., & Shneiderman, B. (1999). Engagement theory: A framework for
technology based teaching and learning. Educational technology, 38(5), 20-23.
Retrieved from https://www.jstor.org/stable/44428478

118
Kelly, J., Sadeghieh, T., & Adeli, K. (2014). Peer review in scientific publications:
benefits, critiques, & a survival guide. EJIFCC, 25(3), 227. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4975196/
Knopf-Amelung, S. (2014). Outreach & enrollment quick guide: Promising strategies for
engaging the homeless population. National Health Care for the Homeless
Council. Retrieved from http://www.nhchc.org/wpcontent/uploads/2014/01/outreach-enrollment-quick-guide.pdf
Koffarnus, M. N., Wong, C. J., Fingerhood, M., Svikis, D. S., Bigelow, G. E., &
Silverman, K. (2013). Monetary incentives to reinforce engagement and
achievement in a job-skills training program for homeless, unemployed adults.
Journal of Applied Behavior Analysis, 46(3), 582-91. Retrieved from
http://dx.doi.org/10.1002/jaba.60
Kornhaber, R., Walsh, K., Duff, J., & Walker, K. (2016). Enhancing adult therapeutic
interpersonal relationships in the acute health care setting: An integrative
review. Journal of Multidisciplinary Healthcare, 9, 537-546. Retrieved from
http://dx.doi.org/10.2147/JMDH.S116957
Kruse, K. (2012, June). What is employee engagement. Forbes. Retrieved from
https://www.forbes.com/sites/kevinkruse/2012/06/22/employee-engagementwhat-and-why/#b4b9aeb7f372
Lal, S., & Malla, A. (2015). Service engagement in first-episode psychosis: current issues
and future directions. Canadian Journal of Psychiatry, 60(8), 341-345. Retrieved
from https://doi.org/10.1177/070674371506000802

119
Lee, B. A., Jones, S. H., & Lewis, D. W. (1990). Public beliefs about the causes of
homelessness. Social Forces, 69(1), 253-265. Retrieved from
http://dx.doi.org/10.2307/2579617
Lee, W., & Donaldson, L. P. (2018). Street Outreach Workers’ Understanding and
Experience of Working with Chronically Homeless Populations. Journal of
Poverty, 22(5), 421–436. Retrieved from
https://doi.org/10.1080/10875549.2018.1460737
Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Newbury Park, CA: Sage
Publications.
Machumu, H., Zhu, C., & Almasi, M. (2018). Students’ motivational factors and
engagement strategies in constructivist-based blended learning
environments. Afrika Focus, 31(1). doi: 10.21825/af.v31i1.9029
Malte, C. A., Cox, K., & Saxon, A. J. (2017). Providing intensive addiction/housing case
management to homeless veterans enrolled in addictions treatment: A randomized
controlled trial. Psychology of Addictive Behaviors, 31(3), 231-241. Retrieved
from http://dx.doi.org/10.1037/adb0000273
Martin, E. J. (2015). Affordable housing, homelessness, and mental health: What health
care policy needs to address. Journal of Health and Human Services
Administration, 38(1), 67-89. Retrieved from
https://www.jstor.org/stable/24459676

120
Mason, M. (2010). Sample size and saturation in PhD studies using qualitative
interviews. Forum: Qualitative Social Research, 11(3), 1. Retrieved from
http://dx.doi.org/10.17169/fqs-11.3.1428
Maxwell, L. A. (1992). Understanding and validity in qualitative research. Harvard
Educational Review, 62, 279-300. Retrieved from
http://dx.doi.org/10.17763/haer.62.3.8323320856251826
McInnes, D. K., Fix, G. M., Solomon, J. L., Petrakis, B. A., Sawh, L., & Smelson, D. A.
(2015). Preliminary needs assessment of mobile technology use for healthcare
among homeless veterans. PEERJ, 3. Retrieved from https://doiorg.ezp.waldenulibrary.org/10.7717/peerj.1096
McInnes, D. K., Petrakis, B. A., Gifford, A. L., Rao, S. R., Houston, T. K., Asch, S. M., .
. . , O'Toole, T. P. (2014). Retaining homeless veterans in outpatient care: A pilot
study of mobile phone text message appointment reminders. American Journal of
Public Health, 104, S588-94. Retrieved from
http://dx.doi.org/10.2105/AJPH.2014.302061
Meanwell, E. (2012). Experiencing homelessness: A review of recent
literature. Sociology Compass, 6(1), 72-85. Retrieved from
https://doi.org/10.1111/j.1751-9020.2011.00432.x
Mehra, B. (2002). Bias in qualitative research: Voices from an online classroom. The
Qualitative Report, 7, 1. Retrieved from http://www.nova.edu/ssss/QR/QR71/mehra.html

121
Mental Illness Policy. (2017). Homeless mentally ill facts and figures. Retrieved from
https://mentalillnesspolicy.org/consequences/homeless-mentally-ill.html
Merriam, S. B. (2009). Qualitative research: A guide to design and implementation. San
Francisco, CA: Jossey-Bass.
Meschede, T. (2011). From street life to housing: Consumer and provider perspectives on
service delivery and access to housing. Cityscape: A Journal of Policy and
Development and Research, 13(1), 71-75. Retrieved from
https://www.jstor.org/stable/20868769
Mills, E. D., Burton, C. D., & Matheson, C. (2015). Engaging the citizenship of the
homeless - A qualitative study of specialist primary care providers. Family
Practice, 32(4), 462-7. Retrieved from http://dx.doi.org/10.1093/fampra/cmv036
Mongrain, M., Barnes, C., Barnhart, R., & Zalan, L. B. (2018). Acts of kindness reduce
depression in individuals low on agreeableness. Translational Issues in
Psychological Science, 4(3), 323–334. Retrieved from https://doiorg.ezp.waldenulibrary.org/10.1037/tps0000168
Moorhead, M. (2012). HUD secretary says a homeless person costs taxpayers $40,000 a
year. Retrieved from http://www.politifact.com/truth-ometer/statements/2012/mar/12/shaun-donovan/hud-secretary-says-homelessperson-costs-taxpayers/
Morandi, S., Silva, B., Golay, P., & Bonsack, C. (2017). Intensive case management for
addiction to promote engagement with care of people with severe mental and
substance use disorders: An observational study. Substance Abuse Treatment,

122
Prevention, and Policy, 12(1), 26. Retrieved from
http://dx.doi.org/10.1186/s13011-017-0111-8
Moustakas, C. (1994). Phenomenological research methods. Thousand Oaks, CA: Sage
Publications.
Nahmias, L. (2016, January 3). Cuomo issues executive order on homelessness. Politico.
Retrieved from https://www.politico.com/states/newyork/albany/story/2016/01/cuomo-issues-executive-order-on-homelessness000000
Narendorf, S. C., Bowen, E., Santa Maria, D., & Thibaudeau, E. (2018). Risk and
resilience among young adults experiencing homelessness: A typology for service
planning. Children and Youth Services Review, 86, 157–165. Retrieved from
https://dx.doi.org/10.1016/j.childyouth.2018.01.034
National Alliance to End Homelessness. (2015). The state of homelessness in America
2015. Retrieved from http://endhomelessness.org/wpcontent/uploads/2015/04/2015-state-of-homelessness.pdf
National Alliance to End Homelessness-Veterans. (2015). Veteran homelessness in
America from 2013 to 2014. Retrieved from https://endhomelessness.org/justreleased-the-state-of-homelessness-in-america-2015/
National Health Care for the Homeless Council. (2019). Homelessness & health: What's
the connection? Retrieved from https://nhchc.org/wpcontent/uploads/2019/08/homelessness-and-health.pdf

123
National Low Income Housing Coalition. (2019). NAEH releases geography of
homelessness series. Retrieved from https://nlihc.org/resource/naeh-releasesgeography-homelessness-series
Neale, J., & Brown, C. (2015). ‘We are always in some form of contact’: Friendships
among homeless drug and alcohol users living in hostels. Retrieved from
http://dx.doi.org/10.1111/hsc.12215/full
Ngo, V. K., Sherbourne, C., Bowen, C., Lingqi, T., Wright, A. L., Whittington, Y., . . . ,
Miranda, J. (2016). Community engagement compared with technical assistance
to disseminate depression care among low-income, minority women: A
randomized controlled effectiveness study. American Journal of Public
Health, 106(10), 1833-1841. Retrieved from
http://dx.doi.org/10.2105/AJPH.2016.303304
Norman, T., & Pauly, B. (2013). Including people who experience homelessness: A
scoping review of the literature. International Journal of Sociology and Social
Policy, 33(3), 136-151. Retrieved from
http://dx.doi.org/10.1108/01443331311308203
Norman, T., Pauly, B., Marks, H., & Palazzo, D. (2015). Taking a leap of faith:
Meaningful participation of people with experiences of homelessness in solutions
to address homelessness. Retrieved from
https://josi.journals.griffith.edu.au/index.php/inclusion/article/view/500
NY Social Services Law § 42 (2015). Retrieved from https://law.justia.com/codes/newyork/2015/sos/article-2-a/title-1/42

124
Oh, H. Y., & Devylder, J. E. (2014). Mental health correlates of past homelessness in
latinos and asians. Community Mental Health Journal, 50(8), 953-959. Retrieved
from http://dx.doi.org/10.1007/s10597-014-9721-z
Okun, B. F., & Kantrowitz, R. E. (2014). Effective helping: Interviewing and counseling
techniques. Nelson Education.
Olivet, J., Bassuk, E., Elstad, E., Kenney, R., & Jassil, L. (2010). Outreach and
engagement in homeless services: A review of the literature. Open Health
Services and Policy Journal, 3, 53-70. doi: 10.2174/1874924001003010053
O'toole, T. P., Pirraglia, P. A., Dosa, D., Bourgault, C., Redihan, S., O'toole, M. B., . . . ,
Blumen, J. (2011). Building care systems to improve access for high-risk and
vulnerable veteran populations. Journal of General Internal Medicine, 26, 683-8.
Retrieved from http://dx.doi.org/10.1007/s11606-011-1818-2
O’Toole, T. P., Johnson, E. E., Borgia, M. L., & Rose, J. (2015). Tailoring outreach
efforts to increase primary care use among homeless veterans: Results of a
randomized controlled trial. Journal of general internal medicine, 30(7), 886-898.
Retrieved from https://doi-org.ezp.waldenulibrary.org/10.1007/s11606-015-3193x
Padgett, D., Henwood, B. F., & Tsemberis, S. J. (2016). Housing First: Ending
homelessness, transforming systems, and changing lives. Oxford University Press,
USA.
Padgett, D. K., Henwood, B., Abrams, C., & Davis, A. (2008). Engagement and retention
in services among formerly homeless adults with co-occurring mental illness and

125
substance abuse: Voices from the margins. Psychiatric Rehabilitation
Journal, 31(3), 226-233. Retrieved from
http://dx.doi.org/10.2975/31.3.2008.226.233
Padgett, D. K., & Henwood, B. F. (2012). Qualitative research for and in practice:
Findings from studies with homeless adults who have serious mental illness and
co-occurring substance abuse. Clinical Social Work Journal, 40(2), 187-193.
Retrieved from http://dx.doi.org/10.1007/s10615-011-0354-1
Pahwa, R., Smith, M. E., Yuan, Y., & Padgett, D. (2019). The ties that bind and unbound
ties: experiences of formerly homeless individuals in recovery from serious
mental illness and substance use. Qualitative health research, 29(9), 1313-1323.
Retrieved from https://doi.org/10.1177/1049732318814250
Patton, M. Q. (2002). Qualitative evaluation and research methods. Thousand Oaks, CA:
Sage Publications.
Patton, M. Q. (2015). Qualitative research & evaluation methods: Integrating theory and
practice. Thousand Oaks, CA: Sage Publications.
Punch, K. F. (1998). Introduction to social research: Qualitative and quantitative
approaches. Beverly Hills, CA: Sage Publications.
Purohit, M., Zafonte, R., Sherman, L., Davis, R., Giwerc, M., Shenton, M., . . . , Yeh, G.
(2015). Neuropsychiatric symptoms and expenditure on complementary and
alternative medicine. Journal of Clinical Psychiatry (July 22): e870–e876.
doi:10.4088/jcp.13m08682
QSR International. (2013). NVivo features and benefits. Retrieved from

126
http://www.qsrinternational.com/products_nvivo.aspx
Reeves, R. B. (2017). Inter-cultural mentoring for newcomer immigrants: Mentor
perspectives and better practices. Retrieved from http://ijebcm.brookes.ac.uk/
Roncarati, J. S., Baggett, T. P., O’Connell, J. J., Hwang, S. W., Cook, E. F., Krieger, N., .
. . , Sorensen, G. (2018). Mortality among unsheltered homeless adults in Boston,
Massachusetts, 2000-2009. JAMA internal medicine, 178(9), 1242-1248.
doi:10.1001/jamainternmed.2018.2924
Schinka, J. A., Curtiss, G., Leventhal, K., Bossarte, R. M., Lapcevic, W., & Casey, R.
(2016). Predictors of mortality in older homeless veterans. Journals of
Gerontology Series B: Psychological Sciences and Social Sciences, 72(6), 11031109. Retrieved from https://doi.org/10.1093/geronb/gbw042
Seattle Pacific University (SPU). (2015). Engagement homelessness. Retrieved from
http://spu.edu/engaging-homelessness
Shinn, M., Gibbons-Benton, J., & Brown, S. R. (2015). Poverty, Homelessness, and
Family Break-Up. Child Welfare, 94(1), 105-122. Retrieved from
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5760188/
Shum, K. (2017). Exploring the facilitators and barriers of cognitive engagement among
ninth grade students in accelerated curricula. Dissertation. University of South
Florida. Retrieved from
https://pdfs.semanticscholar.org/9588/bef4508d9fdf8ad03a4e1d093a79fcba211c.f
Simpson, A., Quigley, J., Henry, S. J., & Hall, C. (2014). Evaluating the selection,
training, and support of peer support workers in the United Kingdom. Journal of

127
Psychosocial Nursing & Mental Health Services, 52(1), 31-40. Retrieved from
http://dx.doi.org/10.3928/02793695-20131126-03
Smith, T. E., Easter, A., Pollock, M., Pope, L. G., & Wisdom, J. P. (2013).
Disengagement from care: Perspectives of individuals with serious mental illness
and of service providers. Psychiatric Services, 64(8), 770-775. Retrieved from
http://dx.doi.org/10.1176/appi.ps.201200394
Smith, T. E., Stein, B. D., Donahue, S. A., Sorbero, M. J., Karpati, A., Marsik, T., . . . ,
Essock, S. M. (2014). Reengagement of high-need individuals with serious mental
illness after discontinuation of services. Psychiatric Services, 65(11), 1378-1380.
Retrieved from https://doi.org/10.1176/appi.ps.201300549
Solomon, D. J. (2007). The role of peer review for scholarly journals in the information
age. Journal of Electronic Publishing, 10, 1. Retrieved from
http://dx.doi.org/10.3998/3336451.0010.107
Sprenger, K. (2015). Housing Homeless Who are Diagnosed with Mental Illness: Social
Service Professionals’ Perspectives. Retrieved from
https://sophia.stkate.edu/cgi/viewcontent.cgi?referer=https://scholar.google.com/s
cholar?start=10&hl=en&as_sdt=5,33&sciodt=0,33&as_ylo=2015&cites=1161504
3859060948825&scipsc=&httpsredir=1&article=1528&context=msw_papers
Stanhope, V. (2012). The ties that bind: Using ethnographic methods to understand
service engagement. Qualitative Social Work, 11(4), 412-430. Retrieved from
http://dx.doi.org/10.1177/1473325012438079

128
Stewart, K. D. (2013). Factors contributing to engagement during the initial stages of
treatment for psychosis. Qualitative Health Research, 23(3), 336-347. Retrieved
from http://dx.doi.org/10.1177/1049732312468337
Story, A. (2013). Slopes and cliffs in health inequalities: Comparative morbidity of
housed and homeless people. Lancet, 382, S93. Retrieved from
http://dx.doi.org/10.1016/S0140-6736 (13)62518-0
Suburban State. (2016). Population demographics for Bronx County, New York in 2016
and 2017. Retrieved from https://suburbanstats.org/population/new-york/howmany-people-live-in-bronx-county
Tompsett, C. J., Domoff, S. E., & Toro, P. A. (2013). Peer substance abuse and
homelessness predicting substance abuse from adolescence through early
adulthood. American Journal of Community Psychology, 51, 520–529. Retrieved
from http://dx.doi.org/10.1007/s10464-013- 9569-3
Trochim, W. M. K. (2008). Research methods knowledge base. Retrieved from
http://www.socialresearchmethods.net/kb/design.php
Tryon, G. S. (1990). Session depth and smoothness in relation to the concept of
engagement in counseling. Journal of Counseling Psychology, 37(3), 248-253.
Retrieved from http://dx.doi.org/10.1037/0022-0167.37.3.248
Tsai, J., Kasprow, W., Kane, V., & Rosenheck, R. (2014). Street outreach and other
forms of engagement with literally homeless veterans. Journal of Health Care for
the Poor and Underserved, 25(2), 694-704. Retrieved from
http://dx.doi.org/10.1353/hpu. 2014.0087

129
United States Department of Health and Human Services. (2016). Poverty in United
States: 50-Year trends and safety net impacts. Retrieved from
https://aspe.hhs.gov/system/files/pdf/154286/50YearTrends.pdf
United States Interagency Council on Homelessness. (n.d.). Fiscal year 2013 federal
government homelessness budget fact sheet. Retrieved from
https://www.usich.gov/resources/uploads/asset_library/FY13_Budget_Fact_Sheet
_final.pdf
United States Interagency Council on Homelessness. (2016). Historical Overview.
Retrieved from
https://www.usich.gov/resources/uploads/asset_library/USICH_History_2016.pdf
Unite for Sight. (n.d.). A brief history of mental illness and the U.S. mental health care
system. Retrieved from http://www.uniteforsight.org/mental-health/module2
Uniting for Solutions Beyond Shelters. (n.d.). Bronx. Retrieved from
http://www.nyc.gov/html/endinghomelessness/downloads/pdf/bronx.pdf
US Department of Housing and Urban Development. (2014a). HUD veterans’ affairs
supportive housing program. Retrieved from https://www.hudexchange.info/hudvash
US Department of Housing and Urban Development. (2014b). Rural housing stability
assistance program (RHSP). Retrieved from
https://www.hudexchange.info/resources/documents/RuralHousingStabilityAssist
anceProgramFactSheet.pdf

130
van Manen, M. (1997). From meaning to method. Qualitative Health Research, 7(3),
345-369. Retrieved from http://dx.doi.org/10.1177/104973239700700303
van Manen, M. (2007). Phenomenology of practice. Phenomenology & Practice, 1(1),
11-30. Retrieved from http://www.maxvanmanen.com/files/2011/04/2007Phenomenology-of-Practice.pdf
van Manen, M. (2016). Researching lived experience: Human science for an action
sensitive pedagogy. Routledge. Retrieved from
https://doi.org/10.4324/9781315421056
Walden University. (2017). Institutional review board for ethical standards in research.
Retrieved from http://academicguides.waldenu.edu/researchcenter/orec#s-lg-box2713758
Williams, K. (2012). A phenomenological study: African-American males in the
educational profession. Dissertation. Liberty University, Lynchburg, VA.
Retrieved from
http://digitalcommons.liberty.edu/cgi/viewcontent.cgi?article=1528&context=doc
toral
Willis, J. (2007). Foundations of qualitative research: Interpretive and critical
approaches. Thousand Oaks, CA: Sage Publications.
Yoder, J. R., Bender, K., Thompson, S. J., Ferguson, K. M., & Haffejee, B. (2014).
Explaining homeless youths' criminal justice interactions: Childhood trauma or
surviving life on the streets? Community Mental Health Journal, 50(2), 135-44.
Retrieved from http://dx.doi.org/10.1007/s10597-013-9690-7

131
Yukon Status of Women Council. (2015). Repairing the holes in the net. Responding to
the mental health needs of northern homeless women. Yukon Report. Retrieved
from https://www.yukonstatusofwomen.org/index.php/publications/8-repairingthe-holes-in-the-net-responding-to-the-mental-health-needs-of-northernhomeless-women/file
Zlotnick, C., Zerger, S., & Wolfe, P. (2013). Health care for the homeless: What we have
learned in the past 30 years and what's next. American Journal of Public Health,
103(2), S199-205. Retrieved from http://dx.doi.org/10.2105/AJPH.2013.301586
Zur, J., & Jones, E. (2014). Unmet need among homeless and non-homeless patients
served at health care for the homeless programs. Journal of Health Care for the
Poor and Underserved, 25, 2053-2068. Retrieved from
http://dx.doi.org/10.1353/hpu.2014.0189

132
Appendix A: Ethics Certification
Certificate of Completion
The Collaborative Institutional Training Initiative (CITI) certifies that Tarsha ThomasRichardson successfully completed the CITI Program Web-based training course,
“Protecting Human Research Participants.”

Date of completion: 01/04/2019
Certification Number: 29912463

133
Appendix B: Flyer to Recruit Participants

Research title: Mental Health Service Providers’ Engagement Experiences of Homeless
Individuals
The present study was being conducted to fulfill doctoral academic requirements.
The study was designed to investigate service providers' perspectives on engagement of
homeless individuals. To conduct this study, I will need the participation of at least 15
individuals, who will volunteer to participate in a one-on-one interview to gather data.
Participation will take approximately 30 minute to one hour and any participant
may withdraw at any time. The session was voice-only recorded for data transcription. If
you are a service provider for homeless individuals, working in mental health treatment
facilities, age 18 years or older, please consider participating. Any participation in this
study is totally voluntary and confidential.
If interested, please contact the researcher directly via e-mail: tarsha.thomasrichardson@waldenu.edu.
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Appendix C: Initial Contact Message
To Whom It May Concern:
I, Tarsha Thomas-Richardson, am contacting you in search of potential research
participants. I am a Walden University doctoral student living in Bronx County, New
York City, and would like the assistance of mental health treatment facilities service
providers’ engagement experiences of homeless individuals. To participate in this study,
participants will have to meet the following criteria:
1. You must have worked in a homeless shelter within the previous 12 months
2. You must be at least 18 years of age or older.
3. You must have experience engaging the homeless.
4. You must electronically sign and return the informed consent form with the
prescribed numerical identifier. (Your prescribed numerical identifier is
1234).
5. You must be willing to meet with the researcher at least twice--within a 30day period--for one scheduled 30 minute to one hour face-to-face and voiceonly recorded interview in a private room in NYC Public Library dedicated
for counseling or via telecommunication applications (i.e., FaceTime,
Facebook), and possibly one follow-up email, to review the accuracy of the
transcript from the interview responses.
If you currently meet the criteria and desire participating in the study, please sign
and date the informed consent form using an above prescribed numerical identifier as
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your signature in the space provided on the informed consent form as an electronic
signature.

Thanks for your consideration, and I look forward to hearing from you.

Tarsha Thomas-Richardson
Doctoral Student
Walden University
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Appendix D: Debriefing Document
The researcher designed this document to provide participants with resources that
may assist them, if they need someone to communicate with, before, during and after the
study. It is understandable and normal for participants to experience levels of discomfort,
which might cause undue stress. As the researcher for this study, it is my goal to alleviate
as much stress potentially caused by the study as possible, and to not cause harm to the
participants. As the researcher I will also,
1. Explain what they can expect to happen at the end of the interview process
2. Provide details about how they can access the study once it is published
3. Remind participants that they can still withdraw from the study at any time and
not have their information included in the study
4. Remind participants about resources they can contact for support if they are
experiencing any ill feelings or grief associated with the study
5.

Thank participants for their participation and their contributions to the study and
remind them that the researcher will maintain their confidentiality.

Below is a list of resources and referrals for you to access, if you need assistance.
You can also contact me by e-mail at: tarsha.thomas-richardson@waldenu.edu
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Resources
1. Suicide Prevention Lifeline at https://suicidepreventionlifeline.org
Phone numbers for the 24-hour hotline.
2. A 24/7 information help line may prove useful for participants in need of medical,
legal, mental and other services that may result from this study.
3. Pelham Bay Counseling Center
43 Westchester Square, Suites 3
Bronx, NY 10461
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Appendix E: Interview Questions
The following are the interview questions:
1. What resources do you believe are needed for the successful engagement of homeless
individuals?
2. What is your experience regarding factors related to the successful engagement of
homeless individuals in clinical services?
3. What engagement practices have you used to encourage the initial engagement of
homeless individuals in clinical services?
4. How can services be improved for the successful engagement of the homeless
individual?
5. What is your work experience as it relates to engaging with homeless individuals?
6. What are some engagement practices you have used that may have encouraged the
homeless individual to commit to clinical services?
7. What are some barriers that you have experienced as they relate to engaging with
homeless individuals when trying to encourage their commitment to clinical services?
8. What are some engagement practices you use to overcome or address barriers related
to the initial engagement of the homeless individuals in clinical services?

